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CHAPTER ONE 


Am AND ORIGIN OF 


THIS BOOK 


Topay educated people everywhere have grown keenly aware of 
developments in the fields of psychiatry, psychoanalysis, psychology, 
mental hygiene, and social work. During World War II the world 
concentrated its attention largely upon the fate of masses of people. 
It tuned in its radios to follow the fall of governments, the liberation 
of peoples, the march of armies. Perhaps in reaction to this, the 
postwar world has refocused its eyes upon the fate of the individual. 
At any rate, the past ten years have certainly witnessed a rebirth of 
interest in the individual’s mental health and well-being. 

Simultaneously with this interest, those of us who have been adults 
during this period have developed a stronger sense of responsibility 
for guiding the mental health of children, whose welfare is espe- 
cially precious to the future. One of the things that shocked the 
United States into this sense of responsibility was the appalling 
picture of the nation’s mental health revealed by Selective Service 
figures. Almost two million of the nation’s manpower were rejected 
for mental and emotional disorders, and an additional 700,000 
servicemen were discharged on the same grounds. The armed serv- 
ices kept calling for more psychiatrists throughout the war. Thou- 
sands of families of rejectees were confronted with the need for 
new understanding of the mental and emotional needs of their sons. 
They often sought professional guidance for them. 

Unfortunately such guidance has all too frequently been unavail- 
able. The growth of mental health facilities and the training of the 
required personnel have not kept pace with the suddenly speeded- 
up demand for them. It takes a great deal of time, money, and 
community interest to establish a new mental hospital or a child- 
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guidance clinic. It takes years to train a psychiatrist, a psychologist, 
or a psychiatric social worker. 

In the meantime, intense and widespread interest in mental 
health has not lessened. To cite one sign of the trend within the 
last several years, mental health associations, led by the National 
Association for Mental Health, have sprung up rapidly throughout 
the United States and the rest of the world. 

In the face of the need for prompt help, the families of mentally 
and emotionally disturbed individuals have often turned to what 
might be termed an army of brave, humane amateurs. This has 
been especially true where children have been involved. As a result, 
countless thousands of parents, counselors, teachers, ministers, 
probation officers, or just plain “good neighbors” have volunteered 
or been drafted as mental health First Aiders to render whatever 
immediate assistance they can to mentally or emotionally dis- 
turbed children. 

The situation may remind you, the reader, of the story that came 
out of World War II about the pharmacist’s mate on a submarine 
who was called upon to perform an emergency operation for 
appendicitis. According to George Weller, who won a Pulitzer 
prize for the story,* the submarine was lying thousands of miles 
from home, deep in enemy waters, with Japanese warships cross- 
ing and recrossing overhead. The heroic pharmacist’s mate, armed 
with the ship’s only scalpel (a broken one), and using bent table- 
spoons to hold open the incision and torpedo alcohol as antiseptic, 
stood over the stricken seaman who lay on a table in the cramped 
officers’ wardroom. The nearest naval surgeon was “thousands of 
miles and many days away.” The patient was wracked with unbear- 
able pains indicative of an appendix about to burst. The pharma- 
cist’s mate had seen one or two such operations, but had never 
performed one. He carefully followed the instructions in the medi- 
cal book. Although the operation took two and a half hours instead 
of the ordinary 45 minutes, the operation was successful. Miracu- 
lously, the seaman lived. 

If you have heard this or a similar story, you may have expe- 
rienced a thrill of admiration for the courageous seaman who, in 


the face of necessity, could rise above his lack of medical train- 
* Chicago Daily News, December 14, 1942. 
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ing to rescue a fellow man in this fashion. As an intelligent person, 
however, you would not recommend that pharmacist’s mates 
should be armed with scalpels and instructions to perform opera- 
tions in order to replace surgeons. The very grave risks involved 
in any operation have always made it standard procedure that non- 
medical personnel render nothing but intelligent first aid, and that 
all further treatment be left to the doctors. 

In the field of mental health, the lines between medical and non- 
medical, professional and nonprofessional personnel have not yet 
been so sharply drawn. In many institutions such as schools, 
camps, courts, penitentiaries, and large industrial organizations, 
the mental and emotional well-being of the local population may 
be guided by any one of a wide variety of people with a wide range 
of differences in qualifications. A large automobile plant may have 
a fully trained three-man team of psychiatrist, psychologist, and 
social worker at the disposal of its workers on a full-time basis. 
A municipal court handling 35,000 serious crimes a year may have 
neither psychiatrist nor psychologist attached to it, but may rely 
entirely upon a handful of conscientious probation officers to review 
the mental fitness of the criminals who pass before the court. An 
entire school system educating over 100,000 children may require 
the already overburdened classroom teacher to be the sole dispenser 
of mental and emotional guidance if and when she finds it needed 
among her pupils. In many other communities and institutions, 
the task of preserving mental and emotional health falls entirely 
upon the shoulders of parents, ministers, scoutmasters, or other 
responsible individuals. 

For this vast army of “drafted” First Aiders for mental health, 
there has, up to the present, existed no organized guide. To our 
knowledge, no clear-cut distinction has ever before been offered 
them as to what constitutes First Aid for mental health and what 
constitutes professional psychotherapy (treatment) for mental ill- 
ness, As an interested reader, you could not, for example, find any 
book on mental health First Aid corresponding to the American 
Red Cross’s First Aid Text-book. 

The situation is particularly unfortunate where the welfare of 
children is concerned. For, with no trustworthy distinctions at hand 
as to what constitutes First Aid for mental health, should you want 
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to help an emotionally upset child, you would have no way of tell- 
ing whether what you were attempting was merely permissible First 
Aid practice, or whether you were overstepping your bounds into 
the area of psychotherapy for mental illness, where the profession- 
ally trained alone should take charge. 

This leaves conscientious and sincere parents, teachers, and 
guidance counselors in a dilemma. As a troubled parent said 
recently from the floor of a parent-teacher meeting: 

“I wonder alternately whether I am not helping my child enough 
or am helping him too much. I frequently cannot decide whether 
J ’s behavior patterns are normal growing pains that I can and 
should cope with myself, or whether they are serious manifesta- 
tions which call for professional help for me and my child.” 

It has seemed to the writers of this book that this situation is at 
once deplorable and remediable. The idea has struck us that mod- 
ern parents, teachers, guidance counselors, etc. might welcome a 
clear-cut exposition of what they can and should safely do in the 
way of First Aid for mental health of children and what they should 
leave entirely to the professionals in the field. The time for an 
organized guide to First Aid in acute emotional or mental disturb- 
ances of childhood and adolescence is, in our opinion, long over- 
due. 

Results of this project, we hope, will be: 


1. It will help parents, teachers, or other guides of children to 
regain confidence in themselves within a well-defined sphere of 
action describable as First Aid for mental health. 


2. It will provide parents, teachers, or other guides of children 
with a manual in which they may find practical and understand- 
able interpretations of various patterns of acute behavior. Thus in 
a sense we hope our book may become a kind of basic-English 
dictionary through which the reader may thoroughly familiarize 
himself with the most frequently met key words in the child’s 
language of behavior. 

We are confident that you, the user of this book, will find on 
these pages not only new understanding but also reassurance that 
you have handled similar situations with children under your care 
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in the best possible way. Yet we would be remiss if we omitted 
another aim of this project. 

3. In those instances where he is confronted by a child with 
serious mental or emotional disturbances, the conscientious reader 
of First Aid for Mental Health will learn when he must call in 
medical or other professional help; whereas he might otherwise not 
have recognized the need to do this. 


Since the turn of the century, psychiatry, psychology, sociology, 
and mental hygiene have evolved rapidly. Though there exist cer- 
tain differences among various “schools” of psychiatry, there is by 
this time a vast body of generally accepted knowledge in the field 
of mental health. Though there are various interpretations of some 
types of human behavior, there now exists a large area of agree- 
ment on the meaning of human behavior throughout the mental 
health field. The latter area provides the orientation for this man- 
ual. 

We hold that since the language of behavior is understandable, 
we may find in it a practical basis for a manual of First Aid to 
mental health. In carrying out this task we propose: 


1. To apply such First Aid only in those situations where the 
child needs immediate help for his emotional disturbance. (We thus 
exclude chronic disturbances.) 

2. To offer a clear idea of what good mental health is—and, by 
so doing, help you to recognize more easily the existence and 
degree of disturbance of good mental health. 
the problems of First Aid for mental health, 
es of disorders and disturbances, but accord- 
adily recognize in real- 


3. To approach 
not according to nam : 
ing to behavior patterns which you will re: 
life situations. 

4. To summarize for you, as a student of First Aid, what you 
may do to administer intelligent First Aid in emergency situations 
where you may find yourself called upon to render help to a child 
or adolescent whose emotional or mental well-being is disturbed. 
(In the present volume, First Aid for mental health will be dis- 
cussed exclusively in relation to children and early adolescents. 
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In a later volume we hope to extend this approach to embrace the 
subject of First Aid for mental health in adults.) 


5. To provide a manual which may be useful to workshop dis- 
cussions on the mental health needs of children and adolescents. 
We have in mind such workshops as are organized for parents, 


teachers, camp counselors, scout leaders, and playground super- 
visors. 


CHAPTER TWO 


\f HAT IS MENTAL AND 


EMOTIONAL HEALTH? 


DEFINING OUR TERMS 


MANY A MODERN PARENT has, in a moment of frustration, asked 
himself the question, “How can I tell whether my child is emotion- 
ally disturbed or is just very, Very adolescent?” Parents of children 
at other age levels have asked similar questions. Always the con- 
scientious parents’ dilemma is, “How can I tell whether my child 
is in good mental health? What is good mental health anyway?” 
We fully recognize that anyone who aspires to practice First Aid 
for mental health, either in behalf of his own or other people’s 


children, will want a simplified but re i 


what Kental health is. But we must proceed slowly and carefully 
rying degrees of mental and 


here. The difficulty is that there are va 
emotional health. There are, likewise, varying degrees of disturb- 
ance of mental and emotional health. 
As a serious-minded person, you may readily admit that there 
are varying degrees of good physical health. Within a generous 
range of differing physical states, you call yourself and the members 
of your family “healthy.” Your family doctor would not require 
you to be free of all minor ills and complaints before he gave you 
a certificate of good health. Nor would you, as a sensible patient, 
be unduly upset or confused if your doctor told you that you were 
in good health, but had one or two unimportant things wrong with 
you. You do not generally confuse good physical health with per- 


fect physical health. 
Unfortunately the sa 
yet prevail regarding 800 
imagine how the average 
teacher said, “Peter is in £0 


me tolerant, enlightened attitude does not 
d mental and emotional health. You can 
modern parent would react if his child’s 
od mental health, except for some minor 
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mental disturbances.” The parent would be outraged, frightened, 
or both at such a report. For where mental health is concerned, 
even a “modern” parent is still too apt to expect a 100% Perfect 
report. He does not admit to himself that, within an appreciable 
range, there can be varying degrees of good mental health. 

Even less is the average parent willing to admit varying degrees 
of mental illness. Yet just as there are vast differences in the degree 
of seriousness among physical illnesses, so are there wide differ- 
ences in the degree of seriousness among mental and emotional 
disturbances. Far too many people consider any emotional or men- 
tal disturbance at all a form of insanity.* 

“But even admitting that there are varying degrees of mental 
health,” you may insist, “what is mental health and how may I 
recognize it in a child?” 

Before offering you, as a potential First Aider, criteria for recog- 
nizing good mental health, let us take two illustrations. 

Charles A. is a boy of ten. He likes to daydream in school. One 
day his teacher, though patient, reproves him for inattention dur- 
ing a discussion on the discovery of America. Charles says that 
he is sorry, and that he will try not to be inattentive again. When 
he comes home that day, Charles goes to his room and paints 
two pictures of what he has daydreamed. Next day he brings these 
pictures to his teacher and says, “Yesterday I wasn’t paying atten- 
tion. I want to show you what I was thinking about. One picture 
shows how Columbus looked when he first saw the land; the other 
picture shows how he looked when he was put in chains for having 
failed to discover a route to India. If you like these pictures, maybe 
you will want to put them on the bulletin board.” 

Frank T. is a boy of fourteen who attends high school. He too 
has trouble paying attention in class because of daydreams. When 
his teacher reproves him, Frank T. snarls that he doesn’t like school 
and that the teacher’s voice puts him to sleep. He can’t wait until 
he’s sixteen and can get his working papers, he says. After class 
when his teacher asks Frank T. why he was rude, Frank turns pale 
and seems angry and sullen. A smirk plays across his face, but he 
* Unfortunately usage has distorted the meaning of “ 


: mental illness” so that 
it popularly means “insanity.” Yet many much less sı 


erious forms of disturb- 
ance of mental health exist that cannot be classed as insanity. 
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does not answer. The next day, when the teacher tries to coax him 
to join the others in a discussion of why Huckleberry Finn didn’t 
like school either, Frank T. replies in a surly voice, “I’m quittin’ 
school in two years, so leave me alone.” 

The essential difference between these two boys goes beyond 
the fact that Charles A. could draw and Frank T. seemed unable 
to. (Actually how could anyone tell whether Frank had a talent 
or not?) Charles A.’s teacher reported at the end of the term that 
Charles was imaginative, creative, purposeful, with a fine sense of 
organization. Frank T.’s teacher described him as dull, uncreative, 
aimless, with no ability to carry out his ideas. Charles A.’s teacher 
would have described him as a mentally healthy individual, headed 
for success in life. Frank T.’s teacher would have described him 
as not enjoying good mental health, a distinctly disturbed child, 
probably headed for all sorts of trouble. 

Why was Charles A. regarded as healthy and Frank T. not? To 
begin with, Charles A., though in good mental health, was not in 
perfect emotional health. Charles A.’s behavior did get him into at 
least temporary difficulty with his teacher. His lack of adjustment 
to some family situation might have caused the temporary impair- 
ment of his concentration powers at school. Hence, his daydreams. 
But Charles was emotionally healthy enough quickly to prevent 
the dislocations of his family relationships from seriously damag- 
ing him in other, unrelated areas of his activity, such as in school. 
He was able to utilize his teacher as a gainful source of satisfaction. 

Frank’s powers of concentration in school were also impaired. 
Investigation showed that, as with Charles, Frank’s maladjusted 
family relationships, and not his teacher’s sleepy voice, were the 
underlying causes of his misbehavior in school. k 

So far the stories of the two boys look alike. But now compari- 
son turns into contrast. Frank allowed his disturbed home situation 
to radically distort his behavior in other areas of his life unre- 
lated to his family. His resultant behavior seriously damaged his 
relationship with others, outside of his family. Where Charles was 
able to check this tendency in himself, Frank was not. Frank’s 
retort to his teacher only got him into further difficulties with her. 
His behavior aggravated, rather than solved, his personality prob- 
lems, Ultimately Frank's attitudes completed the vicious circle of 
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juvenile personality difficulties by getting him into trouble with his 
own family again, when his parents were called to school. A 

With these two examples in mind, we may develop reliable cri- 
teria for recognizing mental and emotional health in a child. These 
criteria will not prove infallible but they will serve you as working 
measurements of mental health. 


CRITERIA FOR JUDGING MENTAL AND EMOTIONAL 
HEALTH 


1. Ordinarily you can evaluate the degree of a person’s mental 
health by the manner in which he functions in the basic patterns 
of his everyday life—his personal, social, and work relationships. 
In terms of the child, you can find these basic patterns in the spe- 


cial areas involving his family, his friends, and his school (or 
other community institutions). 


2. The mentally and emotionally healthy child is one who usu- 
ally handles his difficulties with behavior and attitudes that result 
in a higher degree of self-assurance and self-sufficiency. 


3. The mentally and emotionally healthy child is one who has 
discovered sources of satisfaction for himself outside of his parents 
and his immediate family, without choosing those which would 
provoke his rejection by his parents and family. In other words, 
the healthy child has become able to make good and ample use of 
what other people and activities outside of his home have to offer, 
while yet retaining the love and satisfactions of home relationships. 


4. The mentally and emotionally healthy child is one who is 
likely to make use of his previous experience, knowledge, and skills 
in order to decide to which of his wishes and feelings toward 
others he will give outward expression. 


Thus, for example, the emotionally healthy child of seven is the 
youngster who, whether or not he has had difficulties with his par- 


ents, can still find satisfactions in his relationship with his teacher. 
This child has taken an important step on the road to healthy self- 
sufficiency, 

On the kinder 
healthy child is on 
play with strange 


garten level, to take another illustration, the 
e who, going beyond his brothers and sisters, can 
children. Such a child is beginning to express 
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the full possibilities of his personality and skills. He too has taken 
a big step on the path to self-sufficiency. 

Let us now consider criteria for recognizing mental and emo- 
tional disturbances in a child. 

1. Ordinarily, you can evaluate the degree of a person’s mental 
or emotional disturbance by the self-damaging manner in which 
he functions in the basic patterns of his everyday life—his per- 
sonal, social, and work relationships. In a child this refers to mal- 
adjustments to family, friends, and school (or other community 
institutions). 

2. The mentally and emotionally disturbed child is one whose 
behavior and attitudes frequently result, not in satisfactions and 
self-sufficiency, but in difficulties with others. The disturbed child 
is one whose adaptations to everyday living frequently bring him 
harm and frustrations rather than gainful solutions of his problems. 

3. In contrast to the healthy child, the disturbed child frequently 
cannot discover sources of satisfaction beyond his parents or imme- 
diate family except those which provoke rejection by parents and 
family. This child’s activities will be found, upon careful scrutiny, 
to fall short of the full possibilities of his personality. He will be 
unable to make good and ample use of what other people and 
other activities outside of his home can offer. 
ation, the disturbed child will be unable to 
decide, upon the basis of all his previous experiences, knowledge, 
and skills, to which of his wishes and feelings toward others he 
should give outward expression. In short, the disturbed child is one 
who cannot choose and control his behavior according to his own 
best interests. 

In summing up this que 
There are varying degrees o. 
The First Aider must always 
to apply the foregoing criteria of eith 
disturbance. 

Wherever possible in this 
a student of First Aid for men 
mental health is disturbed to a 
assistance. 


4. In any given situ 


stion, we feel called upon to repeat: 
f emotional and mental disturbances. 
bear this in mind when attempting 
er mental health or mental 


book, we shall point out how you, as 
tal health, may judge when a child’s 
degree that calls for professional 
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SOME MISUNDERSTANDINGS ABOUT THE NATURE OF 
MENTAL HEALTH 


If we were not on guard against it, this question might easily 
lead us away from mental health into philosophy and such ques- 
tions as “What is happiness?” People are frequently led astray on 
this subject in precisely this manner. Asked whether his child is 
enjoying mental health, many a parent would be inclined to 
answer, “Well, my child seems happy; that is all I care about.” 
Such a parent regards the quest for mental health as a kind of 
Faustian search for that blissful state of mind above all others, 
when one says, “Let this moment stay forever.” 

But mental health is by no means identical with “happiness,” 
and must not be confused with it. Life is often cruel, unfeeling, 
ironical. The mentally healthy are quite as subject to the tragedies, 
frustrations, disappointments of reality as are the mentally ill. 
Hence normally healthy people may be just as “unhappy” (in the 
philosophical sense) as are the mentally ill. Under certain cir- 
cumstances, healthy people may be more unhappy. In fact, an indi- 
vidual who habitually behaves happily in the face of the crueltics 
of reality may thus betray one of the signs of poor mental health. 
The child who shows no concern when he is ill, punished, or dis- 
graced, the child who always blithely accepts denial of anticipated 
pleasures—these children are not notable examples of good mental 
health, despite their happy surface behavior. 

Neither is being “good” necessarily a sign of mental health in a 
child. This is another widespread misconception (which you must 
beware of) as to what mental health is. The “good” child is not 
necessarily healthy any more than the “bad” child is necessarily 
ill. For one thing, the terms “good” and “bad” are usually applied 
from the point of view of the adults who take care of the child 
rather than from the point of view of the child. But a child’s level 
of mental health is determined by the answer to the question, “Is 
the child’s behavior (and the attitude it reflects) good for the child 
now and in his future growth?” rather than by the answer to the 
question, “Is the child’s behavior good for the adult?” 

The suicide of a sixteen-year-old high school girl—let us call her 
Jenny—recently shocked her teachers for the particular reason 
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that, as one of her teachers wrote on Jenny’s permanent record 
sheet, “Jenny was such a good child. She sat quietly in class, did 
her work, and never caused a fuss.” With nothing about Jenny’s 
behavior in school to indicate to her teachers that such “goodness” 
might indicate poor mental health, they were understandably 
stunned to discover that severe emotional or mental disturbance 
could flourish behind Jenny’s “good” behavior. 

It is perfectly true that many (if not most) “bad” children are 
not in good mental health. Delinquency, truancy, chronic disobe- 
dience, and other forms of persistently wayward behavior are 
nearly always symptoms of noteworthy emotional or mental dis- 
turbances in a child. But does this mean that a child who is not 
“bad” but “good” can thus escape emotional or mental disturb- 
ance? What of a girl of ten whose father orders her to steal money 
for him? Would you consider the girl who meekly accepts this 
parental demand for obedience to be a mentally healthier child 
than the one who rebels? Of course this is an extreme example, 
but it serves to illustrate a widespread confusion between the idea 
of “good child” and that of “mentally healthy child.” For the term 
“good” too often refers to what is most comfortable for the adult 
rather than to what is good for the child’s healthy development. 
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CHAPTER THREE 
Whar IS FIRST AID 


FOR MENTAL HEALTH? 


AT FIRST BLUSH, you may find the phrase First Aid totally strange 
when applied to the field of mental health. You have been so 
accustomed to hear the phrase in connection with physical acci- 
dent or illness. The remarkable definition of First Aid developed 
in the American Red Cross First Aid Text-book may, in fact, prove 
of great value to us here. 

In as famous and pithy a first line as appears in any of the 
classics, the Red Cross text begins: “First Aid is the immediate and 
temporary care given the victim of an accident or sudden illness 
until the services of a physician can be obtained,” 

In a large number of instances this definition might serve you 
well in the field of mental health. You may administer First Aid 
for mental health only in cases of sudden, acute, emotional dis- 
turbances where professional help is unobtainable. You may not 
consider First Aid appropriate in cases of chronic or subacute 
conditions. In such instances promptness is no longer a factor, and 
you have a prolonged Opportunity for procuring professional help 
for the sufferer. A child who has been stuttering over a period of 
years is not a First Aid case under ordinary circumstances. If the 
parent of such a child desires to obtain professional guidance for 
him, he or she may do so without the tension of emergency. 

In certain of the critical emergency situations, however, as, say, 
in the case of a child who has been the victim of rape or attempted 
Tape,* the ultimate aim of the mental health First Aider will be to 
obtain the assistance and guidance of a psychiatrist or other pro- 


periences describable as attempted 
us nature, 


* There is, of course, a wide range of ex 
rape. They are not all of an equally serio 


16 
a 


fessional guidance immediately after the administering of First Aid. 
For First Aid for mental health does not envision parents, teach- 
ers, or lay counselors taking the place of psychiatrists, psycho- 
analysts, psychologists, or psychiatric social workers. Neither does 
it hold that First Aid is in any way a substitute for psychothera- 
peutic treatment that will cure the patient of serious emotional or 


mental disturbance. 
With about equal emphasis on WHAT NOT TO DO and WHAT 


TO DO, the aims of First Aid for Mental Health are: 

1. To prevent continued, added, and avoidable damage or dan- 
ger to children who are in acute states of emotional or mental 
disturbance. To reduce, insofar as possible, the tension within a 
child suffering from acute emotional or mental disturbances. 

2. To advise adults regarding the nature and extent of damage 
which a child’s emotional or mental disturbance may inflict upon 


his personality. 

3. To advise adults how to do the r. 
such cases. 

4. To advise adults regarding actions they can avoid which 
might result in lowering the mental health levels of the child. 

5. To reassure adults who are in daily contact with children by 
offering them nontechnical interpretations of the child’s language 


of behavior.* 

6. To outline in broad 
which it is desirable for th 
professional help for the c 
will offer concrete suggestions as 
additional help. 


ST AID FOR MENTAL HEALTH IS NOT: 
o clear the air of possible misunder- 
per way to handle a child in an emer- 


a i 
* The authors wish to disclaim, however, any pretense to making this an ency- 
clopedia of scientific knowledge on child psychology. The holder of the Red 
Cross First Aid Certificate need not be an expert on anatomy, bacteriology, 
or X-ray therapy. Similarly, the mental health First Aider need know no more 
psychology than is required to administer intelligent First Aid in cases of 


acute emotional or mental disturbance. 
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ight thing at the right time in 


terms the general conditions under 
e mental health First Aider to secure 
hild. Wherever practicable, this book 
to procedures for securing such 


WHAT FIR 


We must now attempt t 
standings concerning the pro 


gency emotional situation. Do not conceive of First Aid for this 
child as any form of punishment, reprimand, or admonition in 
retaliation for his misbehavior. 

A child’s degree of self-assurance and self-sufficiency is one of 
the criteria by which you may judge his mental health. Punishing 
a child severely in an emergency situation will make him less 
able to achieve self-assurance and self-sufficiency. This child reacts 
to such treatment with the belief that the adult feels he is lacking 
in ability to develop the degree of self-assurance and self-suffi- 
ciency expected of him. Thus, severe or excessive punishment 
defeats its own purpose. 

Further, a disturbed child is one whose attempts to solve his 
difficulties habitually result in more difficulties for him. Punishment 
of such a child may merely serve to fix him more rigidly in his 
unhealthy pattern of solving problems and to create within him a 
feeling of futility. 

A disturbed child is one who, beyond the age of four, is unable 
to find frequent satisfactions in 
of, as well as within, his famil 
forever threatened by the restr: 
world. Crushing this child wit 


parents themselves who have 
behavior, this will surely stren 
that his parents have rejected him for seeking (or only thinking 
of seeking) love and other satisfactions beyond his family. 
Punishment of the disturbed child is still widespread and widely 
conceived as the best First Aid for him. Even in schools and com- 
munities where progressive attitudes toward the child prevail, it is 


parents to affect homesickness for 


m x 
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“No wonder our children misbehave. Nothing is ever done to them 
when they step out of line. They know they can get away with it; 
so naturally they’re unmanageable.” When a crime is committed by 
a juvenile delinquent or when a wave of emotional disturbance 
such as the recent series of youthful narcotics addictions is exposed, 
such adults say with rich, ironical relish, “Of course, there is 
no such thing as a bad child. So nothing will be done to them. We'll 
be told that all they need is a little love.” 

Such an attitude reveals a lack of understanding of the complex 
processes which lead a child from good mental health to poor 
mental health. It is understandable that, in an age of “miracle” 
drugs such as cortisone and the antibiotics, parents, teachers, and 
other adults should expect some similar dramatic cure-all in the 
field of mental health. While awaiting this “wonder cure,” they are 
drawn back to the old-fashioned punishment method as the one 
which, in the meantime, seems to them to produce the most sudden 
and dramatic changes in a child. 

But what is it that such people mean by “doing something” to 
the troubled and troublesome child? Corporal punishment has long 
since been abandoned as ineffective and hopelessly outdated. 
Scoldings, stern lectures, detentions, punitive expeditions of par- 
ents to school, wholesale withdrawal of privileges and pleasures, 
public disgrace “to make an example out of the troublemaker” — 
are these the long-tried-and-discarded devices that impatient 


teachers and parents would go back to? te 
Let us repeat: this sort of thing is not to be confused with First 


Aid for mental health. Good medical practice does not treat the 
symptom instead of the disease. The modern physician aims not 
merely to reduce the fever but to remove the infection which 
causes it. In other words, as a mental health First Aider, you will 
be as much concerned with reducing the acute disturbance within 
a child who has misbehaved as you will be with helping him to 
reduce his misbehavior. For the disturbance has caused the mis- 
behavior in the same way that infection causes fever. You cannot 
effectively deal with one without dealing with the other. 
As an example, imprisonment of criminals may temporarily 
protect society from them; it certainly does not cure criminals of 
the basic emotional or mental disturbances which cause their mis- 
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deeds to occur again. The unenviable record of “repeaters” who 
return term after term to our penitentiaries and jails proves that 
treating the symptom rather than the cause of mental illness 
accomplishes next to nothing. Of course we need policemen, but 
we can hardly call the police First Aiders who are concerned 
chiefly with the criminal’s welfare. 

“Many a bad child today is hiding safely behind the label of 
Disturbed Child.” You will note that this is the persistent line of 
attack upon the mental health approach taken by those who have 
become impatient with the inadequacies of present-day mental 
health facilities to handle the staggering number of problems that 
face them. 

Admittedly, you may find that First Aid for mental health results 
in slower, less dramatic changes than the old-fashioned punishment 
or stern lecture methods. But bear in mind that in this way alone 
lies true progress with the mentally or emotionally disturbed child. 
As we have said, the first aim of First Aid for mental health js: 
“To prevent continued, added, and avoidable damage or danger 
to children who are in acute states of emotional or mental dis- 
turbance.” You would not pick up a bleeding, injured child at 
the scene of an auto accident and i 


Another caution on the subject of 
Health Is Not”: As a student of Firs 


is going to be ineffective, 


The answer to you in that case would be that there are more 


a child than with words. Verbaliza- 
re effective in relieving a disturbed 
in warmth. Certainly there are situa- 
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are not necessarily mor 
tha: 


child than actions or just pla 


tions in which it is possible for you to find comforting, appropriate 
words to say to a child in distress. But words do not always get 
across to children even if you can find the right words. Take the 
case of a child whose disturbance stems from the death of a loved 
one. Verbalizing for the child upon the existence of other loved 
ones to take the place of the deceased may not get through to him 
so well as establishing through calm, loving behavior your sym- 
pathy for him, your respect for his grief, your willingness to place 
yourself at his disposal even as a temporary substitute for the 
beloved he has lost. 

Throughout this manual, the formularized speech, the “proper” 
or “only” thing to say to a child in a given situation, has been gen- 
erally avoided. Although here and there you will come across a 
child who has an intense feeling for and reliance upon words, 
words do not generally mean for children what they mean for 
adults. Children are the most devout believers in the philosophy: 
“Actions speak louder than words.” Their own most used and 
reliable language is that of behavior; they believe the same to be 
true of adult behavior. 

In other words, if you do not expect the ritualized answer to 
“What do you say to a child who does so-and-so?” you will not 
be disappointed. A child’s behavior is a kind of language which 
the First Aider for mental health must try to understand. If you 
can bring yourself to do this, and if you can interpret that behav- 
ior as a language (which is just as symbolic as a language of 
words), then you will be better able to answer the child in kind 
with your own behavior. You will then not have to place such tre- 


mendous emphasis upon verbalizing and dealing with a child with 


words as your chief reliance in situations where First Aid for 


mental health is called for. 


PRINCIPLES UNDERLYING FIRST AID METHODS: 


1. A child of any age needs constructive relationships with 


adults, He functions and develops most effectively if he is assured 
f adults, preferably 


of sustained warm understanding on the part o 

his parents. 
2. Misbehavior is always t 
tempt to achieve one or more o. 
21 3 ni. mye 7 } 


fae O,/ 


he child’s awkward and immature at- 
f the following aims: to overcome 


his fear and uncertainty; to protect himself against what appears to 
him to be the danger of destruction; to overcome or deny feelings 
of helplessness which arise within him out of his frustration or depri- 
vation; to achieve some fecling of independence and self-assurance 
despite his inner misgivings. 

3. Corporal punishment serves no useful purpose. It can prevent 
misbehavior from being shown, but leaves the basic problems re- 
flected by the misbehavior still unsolved for the child. It encourages 
his feelings of degradation, helplessness, futility, pent-up resentment, 
and mistrust in those stronger than himself. It fosters in him a lack 
of respect and regard for adults who, while decrying bullying and 
physical combat as an immature way of settling differences between 
people, resort to these methods themselves. 


4. Sarcasm, ridicule, or teasing at the hands of an adult, in pub- 
lic or private, accomplishes no more than corporal punishment. For 
this reason and because they weaken a child’s confidence in all 


adults, none of these methods should be used as a motivating force 
to improve a child’s performance. 


5. A healthy child looks to adults to protect him against harm 


from everyone. He expects all adults to function with self- 
and conviction. He expects them 


harm (physical, social, or emoti 
might expose him or others, 
children want to increase th 


7. All 
This is true no matter how uncertain a child ; 
to overcome hi 


SS ee 
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sure brought to bear on him but on the amount of genuine confi- 
dence in him adults can get across to him. 

8. The example set by adults in their behavior toward a child 
carries much more weight with him than the words adults utter. 


FUNDAMENTAL FIRST AID METHODS: 
The above-mentioned principles underly all FIRST AID 
METHODS. You will find them stated and applied repeatedly in 


various situations throughout this manual. Upon the basis of them 
we may formulate certain fundamental FIRST AID methods as 


follows: . 

1. Adults should maintain their self-control and convictions at 
all times in a child’s presence. This does not mean that in order to 
produce this impression upon a child the First Aider should act in- 
sincere or with a lack of feeling. Moreover, acting with conviction 
does not mean acting with excitement. 

2. Hear a child out with genuine interest. Try not to interrupt 
him. 

3. Do not ask a child to forget his troubles. His failure to men- 
tion them may not indicate that his apprehension has disappeared. 

4. Always avoid using corporal punishment, ridicule, teasing, or 
Sarcasm upon a child. 

5. Allow a child to tell you his troubles over and over again if 
he so desires. Your permitting him this may aid him to conquer his 
uncertainty more readily than if you distracted his attention to some- 
thing else. 

6. Try to learn as many facts as possible about a child’s 
tion before taking any particular course of action. 

7. Do not force a child into any situation he himself does not 
feel equal to. 


situa- 


23 


CHAPTER FOUR 


Es AID IN SITUA- 
TIONS WHICH WOULD 


BE DISTURBING TO 


MOST CHILDREN 


SECTION ONE 


SITUATION: First Aid for the Child Disturbed by the Death ofa 
Close Relative or Friend—A child’s disturbance over the death of 


someone related emotionally to him results from factors commonly 
of concern to every child. By understanding these fac 


Behavior Patterns and the Mean- 

ing of the Situation for the Child 

Not every child reacts in the sa: 
First Aider, you may observe one 


ight) may say such things 
« 

as Mommy has gone across the Ocean,” “M i 
or “Mommy we 


nt away because I was naughty.” 
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Still sharper emotional patterns than these may result from the 
situation. The child may have haunting nightmares whose effects 
carry over into the daytime. The child may develop insomnia. He 
may be afraid to be left alone even for a few minutes. He may lose 
his appetite. He may develop hatred toward innocent persons, whom 
the child unreasonably holds responsible for the death of the loved 
one. (The doctor himself or the hospital where the death has oc- 
curred may be such unwitting objects of the child’s anger.) 

On the other side of the behavior scale, the child may seem to 
accept the death of a person close to him with apparent calm, even 
apathy. You may get the impression that the loss has had no effect 
upon him whatsoever. He may go about his play and daily routine 
with a surface light-heartedness which should convince you that he 
has not realized the death as a fact. Again, another child may become 
consumed with fears for his own health and life, or for the health 
and life of his surviving family and friends. 

What does death mean to a child? If we are agreed that the be- 
havior of a child is his form of symbolic language, then you may 
find the answer to this question by trying to understand what inner 
concerns the situation forces him to deal with. 

You may accept the customary signs of grief in a healthy child 
at face value. Crying, sadness, helplessness, you may assume, are 
direct expressions of his feeling of loss. 

Where you find a child unwilling, after a period of weeks or even 
months, to believe or accept the loss, your investigation of the reason 
must go somewhat beyond the death itself. To almost all children 
death is a keen reminder that life holds the constant danger of de- 
struction for themselves or their loved ones. A child is unwilling to 
accept the fact of death, and is usually frightened at the thought of 
dying or disintegrating himself. To him, death is an almost unbear- 
able blow—a blow to his sense of importance and to his feeling of 
personal safety in the larger scheme of things. Death reminds him 
that he will not always be protected against harm despite his fervent 
wishes for and vivid fantasy of such protection. This destroys a 
child’s inner belief in his own magical omnipotence. No matter how 
screams, daydreams, or seeks the appeaser’s method 


hard he cries. 
2 . . . 
”» he can neither undo death nor maintain his 


of “being a good boy, 
fantasied infantile omnipotence. 
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By denying the death of a loved one or by giving his own “real- 
istic” explanation of death, the child denies his own helplessness. 
In this way he attempts to regain some of his lost ego stability. 

You may find a similar, but not identical, explanation in the case 
of the child—usually under six—who cannot comprehend how the 
human body can stop functioning completely. You will often hear 
such a child ask such questions about the dead as, “How do they go 
to the toilet?” “Where do they go when it rains?” “Do they wear 
pajamas at night?” No answer you give this child may seem to 
satisfy him. For, by trying to force the patterns of the dead to jibe 
with the patterns of the living, the child is actually trying to deny 
death itself. It is this particular child’s way of regaining his magical 
sense of importance and indestructibility. You need not be con- 
cerned at this adjustment to the idea of death in a child of this age. 

Similarly, the child who develops unreasonable rage at the doctor 
or the hospital responsible for the final care of the deceased is try- 
ing to find an explanation of the death which is meaningful to him. 
By so doing, he is trying to put a limit on his helplessness, blaming 
it on another human being rather than upon the larger nature of 
things wherein the child’s wishes are so insignificant. 

Where you discover a child suffering from prolonged acute be- 
havior patterns such as nightmares, protracted loss of appetite, 
intense fears of being left alone—you may presume that in some 
symbolic way the child is himself afraid of meeting the fate of the 
deceased in the immediate future. There may be some sense of guilt 
operating within the child, perhaps unknown to himself, concerning 
his attitudes toward the deceased. Sleep may be a symbol of death 
for the child and he may develop insomnia or nightmares that wake 
him up, to convince himself that he is still alive. Thus, a particular 
child’s grief may take on the character of an atonement. He may 
be trying to work out his unresolved feelings of guilt toward the 
deceased by punishing himself in various severe ways. But here we 
must stop our particular inquiry in order not to go beyond the role 
of the mental health First Aider. 
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Persons Best Suited to Render 
First Aid 
The parents of the child customarily are the best qualified to 
render psychological First Aid. If parents are not available, are 
incapacitated, or are themselves deceased, then adults in whom 
the child can have maximum confidence should be chosen. Grand- 
parents, adult brothers and sisters, aunts or uncles, would, under 
ordinary circumstances, be the natural comforters of the child. A 
clergyman who has been close to the family is often in an excellent 
position to render First Aid, as may be the family physician. 


Goals of First Aid 


1. Your most immediate goal as mental health First Aider is 
to enable the child to discover that there are still stable, dependable 
adults available to him at all times, despite the child’s loss of a 
loved one on whom he may have depended. 

2. The secondary goal, like the first, also falls under the head- 
ing of security. It is to enable the child to experience grief without 
being left a permanently apprehensive person. (You may grasp this 
goal more easily if you recall what we have said about how grief 
for some children has the nature of an atonement, which he feels 
he must work out before resuming his normal activities.) 


First Aid Methods: DON’T’S 


DON’T ask or expect a child to take the death of a loved one 
“like a man,” in the spirit of a grownup. You should NOT make 
the child feel that he can immediately accept the death and its 
accompanying anxieties without marked disturbances in his 
behavior. Remember that death has shocked the child into a realiza- 
tion of his own relative unimportance in the world. He cannot yet 
accept this “like a man.” 

DON’T introduce any idea which may cause the child to believe 
his behavior in reaction to the death will cause any harm to himself 
Or to the departed. Such warnings as, “You'll get sick yourself if you 
cry so much,” or, “If you don’t eat, you'll die too,” or, “His spirit 
won’t rest easy if you carry on so, etc.” are unnecessary, often harm- 
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ful aggravations of a child’s already disturbed state of mind at such 
a time. Such ideas may tend to exaggerate the child’s already fright- 
ening realization that death may come to him too at any time. 


DON’T use vivid comparisons which have implications of vio- 
lent destruction, and thus may aggravate the existing emotional 
distress of a child. Especially avoid comparisons which depreciate 
the dignity and usefulness of an individual: as, for example, point- 
ing out that death is like being broken and dispensable; comparing, 
let us say, a grandparent who has just died to a cherished toy that 
has now become old and broken. Where you cannot clearly explain 
to a child the exact cause of death, you are better off avoiding 
verbalizations altogether and relying upon the warmth and stability 
of your own behavior as reassurance to him. 


First Aid Methods: DO’S 


DO help the child to recognize (by pointing out to him the con- 
sistent words and actions of those responsible for his care) that he 
can rely upon these loving adults and that they will continue to be 
available to him. A clergyman can render valuable assistance here 
if he is well known to the child. (Both through his personal warmth 
and through his particular position in the spiritual life of the com- 
munity, the clergyman can strengthen the reassurances to the child, 
if they are in accordance with the mental health principles set forth 
in this section.) 


DO acknowledge the child’s full right to experience his sense of 
loss. Hearing a child cry may be painful for you as an adult, but to 
deny a child his right to grieve is to deny him his claim to have 
loved and been loved by the deceased. Furthermore, in the case of 
a child for whom grief takes on even the partial nature of an atone- 
ment, you, as First Aider, may ease the child’s feelings by being a 
respectful and understanding witness of his sorrow. Bear in mind 
also that a child has no set notions as to how long he is or is not 
expected to grieve. As an adult your own “sensible time limit” for 
Sorrow may not at all satisfy the child’s emotional needs. On the 
other hand, you may render the child a real service by indicating, 


as time passes, that he has grieved enough and may resume more 
of his normal activities. 
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DO allow the child to speak freely and at length about his 
feelings. As mental health First Aider, you should listen with genu- 
ine interest and attention, and, if possible, without interruption. 

Recognize his natural, however unfounded, apprehension as to 
the well-being of himself and those survivors close to him on whom 
his welfare depends. 

N.B. On a lesser scale, of course, these same rules of conduct 
may be applied to a child’s reactions to the death of a pet. 


When to Obtain Professional 
Assistance 


A child may get the idea (possibly from irresponsible comments 
of adults) that the loved one died because of inadequate medical 
care. (Such misbeliefs may be the more readily accepted by the 
child because of his own earlier misconceptions as to the “hurting” 
role of a doctor.) A direct statement to the child by a doctor 
whose authority the child respects may eradicate the child’s notion 
that the loved one died because of inadequate medical attention or 
someone’s malicious neglect. 

In other instances, if a child should have acute reactions pro- 
longed over two to three weeks (unmodified feelings of tension, 
abandonment, and complete helplessness; inability to discuss his 
feelings from the start; or apparent indifference), then you should 
seek assistance for him. Depending upon their availability in your 
community, you may go to a family doctor, a pediatrician, a child 
psychiatrist (a physician especially trained to treat emotional dis- 
turbances in children), a child guidance clinic, or a family counsel- 
ing agency. 

As mental health First Aider, you should be responsible for ob- 
taining such assistance as a necessary step in preventing the experi- 
ence from hampering the growth of the child’s self-assurance and 
self-regard. 

Prognosis 


The older and more self-assured the child is at the time he learns 
of the death, the more easily will he be able to tolerate the loss, 
Tegain his equilibrium, and resume the continued development of 
his own skills. By the same token, the reactions of a younger child, 
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who is unable to express his feelings adequately at the time of 
death, may not show up until some time later—often in unexpected 
and apparently unrelated ways such as in seemingly purposeless 
irritability and misbehavior. You should bear this in mind with 
younger children for a long time (even a number of years) after 
the loss of the loved one. 

If you understand and use the principles outlined above, you 
may well prevent a child from developing lifelong exaggerated 
apprehensions about death. Psychological First Aid may thus en- 
able the child to experience his sense of loss while yet maintaining 
healthy emotional growth. 


Workshop Example No. 1 


had divorced the boy’s father a year before this and has been living 
s unusual 


loss. He is 
ety toward 
to school. 
hool every 


Discussion Questions: 


(a) What actions on the part of Howard’ 


s parents or his grand- 
mother may tend to reassure the boy and r 


estore his security? 
(b) How may you, as First Aider, interpret the boy’s behavior 
as a symbolic language of his inner feelings? What interpretation 
would you place upon Howard’s anxiety concerning motor vehicles? 
(c) What role, if any, might the boy’s father play in restoring 
his sense of security? 
(d) Would you at some 


( point in this case seek professional 
assistance for Howard? 
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Workshop Example No. 2 


2. Mary K. is a child of seven. She has recently lost her baby 
sister of three as the result of encephalitis following mumps. Mary’s 
parents are grief-stricken but do not neglect Mary. Mary’s most 
outstanding reaction to the death during the first days is sleepless- 
ness. Her parents, preoccupied with condolence callers, are 
disturbed by this. They become a bit impatient with Mary for desir- 
ing what seems to them extraordinary attention under the circum- 
stances. Mary complains that she has nightmares and wants to sleep 
in her parents’ bed. 


Discussion Questions: 

(a) What part does fear for herself play in Mary’s behavior? 
To what extent might she be troubled by guilt concerning the death 
of her sister? 

(b) What may Mary’s sleeplessness mean in her language 
of behavior? Consider this in relation to her parents’ impa- 
tience. 

(c) If you discovered, upon talking to Mary, that some- 
one has told her encephalitis is “sleeping sickness,” how might that 
add to your insight into Mary’s behavior? 

(d) What might you, as First Aider, suggest either to Mary or 
her parents to ease the situation? 

(e) Would you agree to let her sleep in her parents’ bed? If so, 
at what point would you suggest that she go back to her own bed 
and how would you handle this? 


SECTION TWO 


SITUATION: First Aid for the Child Disturbed by Learning 


Unexpectedly or in an Improper Manner That He Is an Adopted 
hich an adopted child 


Child There are a number of situations in w 
may learn from some unexpected source that the people he had 
always called his parents are not his natural parents. Always this 
presupposes that the child was too young at the time of adoption 
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to remember the event later. (This situation does not cover cases 
where the child is being brought up by foster parents and knows 
it.) 

The child’s unplanned discovery may come about in a number 
of ways. Sometimes you find that everyone in the whole family _ 
(or neighborhood) knows about the adoption except the child 
himself. Frequently the child may hear of it from the children of 
neighbors—or the bearers of the news may be relatives of the 
family who let the information slip in passing conversation. Other 
children, of course, may try to use this knowledge as a weapon 
against the adopted child, either to tease him (“We know some- 
thing you don’t know”) or as a stigma with which to make him feel 
inferior to the rest of the group (“You don’t get good toys like us, 
because your parents aren’t your real parents”). The adopted child 
is bound to twist the facts when he learns them under these condi- 
tions. What reaches his startled ears may give him a totally false 
picture of his place in his home. Where the adults in the family or 
neighborhood know of the adoption of the child, there is a fair 
degree of likelihood that the child may learn of his adoption before 
the adoptive parents have told him. 


Behavior Patterns and the Mean- 
ing of the Situation for the Child 
You may expect toddlers (children of two and three) to take 
the information that they are adopted quite in their stride. Since 
their emotions govern their ideas of what parents are anyway, 
they can accept this news* with surprising matter-of-factness. Par- 
ents may place importance upon blood ties, but children of this 
age do not. “But you’re my really mommy and daddy; you take care 
of me and tell me what to do,” they usually say, and let it go at 
that. If the adoptive parents supply the love, affection, and the 
secure home which every child needs, no more may ever come of 
the matter. 
You may often find exceptions to this rule. An exceedingly 
bright or mature child of four or five may inquire more penetrat- 
* This is the prime reason why adoption agencies advise telling the child as 


early as possible about his adoption. They are prepared to give all necessary 
counsel to the adoptive parents of children whom they place, 
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ingly into distinctions between “real” and “adoptive.” His reactions 
may deviate widely from the average. Also, where he has intense 
conflict with his adoptive parents (as children may have with their 
natural parents), even a child under three may react unhappily to 
_ the news that they are notvhis true parents. After all, even children 
who are not adopted may, during moments of family turmoil, 
entertain doubts as to whether parents who at this moment seem 
so “cruel” or “unjust” to them can possibly be their real parents. 

Children three years of age and over may be quite disturbed at 
unexpectedly or improperly learning that they are adopted. Depend- 
ing to a large extent upon their inwardly secure or weak rela- 
tionships with their adoptive parents, their first anxiety may dis- 
appear swiftly or increase steadily. 

A child’s disturbance may reveal itself in one or all of a familiar 
gamut of behavior patterns: irritability, disobedience, temper tan- 
trums, sleeplessness, nightmares, eating disturbances, school fail- 
ure—or at least deterioration of school work from previous levels. 
Toward his adoptive parents, the child may suddenly act seclusive, 
withdrawing from all or most of his former affectionate behavior. 

What makes this disturbance particularly difficult for the adopt- 
ive parents is that they may gain no inkling that their child has 
learned of his adoption. A child who can read may have come 
upon his adoption papers in a place where the family thought he 
would never look. The child may have eavesdropped upon some 
family conversation and obtained a completely distorted version 
of his history. Because this information has been kept a secret from 
him, the child may feel, instinctively, that there is something wrong 
about his knowing it; he, in his turn, may feel he must keep his 
knowledge of it a secret from his parents. When, soon afterwards, 
he shakes his parents off coldly or displays other unfamiliar behav- 
ior disturbances, these adults may wonder helplessly what in the 
world has happened to their boy or girl. In order to account for 
the child’s odd behavior, you must first account for what goes on 


in his mind. N 
ave had what they believe were 


Suppose that adoptive parents h i e 
sound reasons for withholding the fact of his adoption from a child. 


“We wanted him to be old enough | 
truly means,” they may say; OF, again, 
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“We never wanted him to 


find out at all. We wanted him always to believe we were 
his natural parents.” These are admittedly high motives. The 
question is how would the child interpret this secretiveness on 
the part of adults, should he ever discover the truth on his 
own? Would he believe in their “high” motives? The chances 
are he would not. 

The child would probably interpret his adoptive parents’ delay 
in informing him as evidence that they were uncertain about keep- 
ing him. Not understanding the biological aspects of “natural” 
parenthood, the child considers his parents to be those adults who 
love him most dearly, provide him with a home and family life, 
and assume full responsibility for his needs. To explain why they 
did not tell him about his adoption sooner, the child often will 
simply look to his own faults for the answer. Without saying a 
word about it, he may believe that his parents didn’t consider him 
good enough to be openly adopted. Any distortion of his origins 
which he might have picked up at the improper source of his 
knowledge would of course reinforce this child’s feeling about his 
own inferiority and faults. The subsequent birth of a natural child 
to his adoptive parents might aggravate the feeling of his own inad- 
equacy for them. (See chapter IV, section 11: “Birth of a 
Sibling.”’) 

Again the child may be incapable of understanding that his 
adoptive parents may simply have felt too awkward or embar- 
rassed to tell him the truth sooner. The child may interpret such 
adult awkwardness and embarrassment as a further sign of their 
uncertainty about wanting to keep him. 

Why, then, may a child withdraw his 
parents in this situation? His beh: 


“You-can’t-fire-me; I-quit” psychology. The hurt child is bestow- 
ing upon his adoptive parents the same withdrawal of love which 
he imagines he has just suffered from them. He is protecting himself 


against further “rejection” at the hands of his adoptive parents, by 
himself rejecting them. 


His other behavior 
which strengthen him i 
Obedience, for instanc 
showing displeasure to 


affection from his adoptive 
avior is motivated by a kind of 


patterns may provoke parental responses 
n this belief. Truancy, school failure, dis- 
e, may provoke parents into temporarily 
ward the child. This may “prove” to him 
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that his parents have rejected him—and secretly, he may attribute 
this to his being an unwanted adopted child. 


Persons Best Suited to Render 
First Aid 
Where a child has actually found out about his adoption before 
his adoptive parents have told him, they should promptly seek 
counsel from a professional, experienced in adoption problems. 
While the adoptive parents themselves may assume the role of the 
First Aiders, they should have assistance from either a psychia- 
trist, a case-worker affiliated with a recognized adoption agency, 
or from the family physician or pediatrician. 


Goals of First Aid 


Two goals are of equal importance here: 1.) to help a child 
maintain his sense of worth and self-respect in the face of the 
unexpected knowledge that he is adopted; 2.) to help the child 
and his adoptive parents maintain a strong and stable relationship 
in spite of the fact that the child has learned the truth in an unfor- 
tunate manner. 

First Aid Methods: DON’T’S 


There are some fairly important DON’T’S in this situation. 
First of all, even where the child has been behaving badly—acting 
fresh or cold or disobedient or playing truant—DON’T lose your 
composure, DON’T lose sight of the fact that these behavior dis- 
orders may all arise out of the child’s basic disturbance at having 
“found out.” DON’T be too concerned about this behavior—if 


you can restore his basic sense of security, his behavior will return 


to normal. 
Above all, DON’T try to deny the adoption, if it is true. Deny- 


ing it will simply augment the child’s uncertainty as to where he 
stands. Your usefulness to him if he found you were deceiving him 
a second time might be seriously hampered. 

DON’T apologize for being the child’s adoptive parents. You 
have every reason to build up what you have done for the child 
out of love. In other words DON’T undermine your position or 
authority in the child’s eyes by using phrases such as, “We are only 
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your adoptive parents; not your real parents.” Such belittlement of 
yourself may make the child fear that you believe you are capable 
of doing less for him than his natural parents could have done. 


DON’T, on the other extreme, build yourself up with the child 
by “knocking” or minimizing his natural parents. Resist this temp- 
tation even where the natural parents are known to have behaved 
in a shocking or inhumane manner toward the child. 

Likewise, DON’T attack those who have unexpectedly informed 
the child about his adoption. You don’t want the child to think 
that his informants have told him something you or he should be 
ashamed of. Nor do you want him to feel that any harm, shame, 


or unhappiness will come to him as a result of the adoption’s hav- 
ing “leaked out.” 


First Aid Methods: DO’S 


The all-important thing for you to get across to an adopted child 
of any age is that his adoptive parents are his “real” parents. The 
child craves assurance that, no matter what he has found out, he 
will continue to receive the same love and care from you that you 
have always given. This is true of the child who immediately 
“rejects” the adopted parents as impostors, the moment he finds out 
the truth. If the child should treat you to this sort of cold, with- 
drawn behavior, remember that this is his way of forestalling his 
feared rejection by you. It is a clear case of “You-can’t-fire-me; 
I-quit.” Patiently—by your manner as much as by your words— 
reassure the child that no misbehavior of his can make you reject 
him, any more than it would make you reject him if you were his 
natural parents. Doing this should surely win the child back to you. 
In short, you can make Constructive use of the child’s misbehavior 
itself. In it you have an Opportunity of demonstrating to him that 
both natural and adoptive parents alike love their children, even 
when they are sometimes “bad.” 

A As far as your delay in informing the child about his adoption 
1s concerned, perhaps your best course is to admit that you made 


a mistake in not doing this earlier. You may excuse this, if you 
will, by telling 7 that you love him the same as a child 
born to you and that you always wanted him to feel you were 
exactly the same to him as natural parents. 
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In the event that the child has heard unkind things about his 
natural parents, correct them if you can. Place your emphasis, 
however, upon the good intentions of his natural parents—even if 
the identities of these individuals are not known to you. Treat the 
child with patience and interest while hearing out the recital of his 
fears or complaints. 

In special cases where you have had a natural child following 
the adoption of the first child, you should handle the situation 
exactly the same as if your adopted child had been born to you 
and had had a sibling. (See chapter IV, section XI, “Birth of a 
Sibling.” ) 

When to Obtain Professional 
Assistance 


This is already covered in chapter 4, section I: “Persons Best 
Suited to Render First Aid.” 
Prognosis 


If handled properly and in time, his unexpectedly learning that 
he is adopted need have no lasting ill-effects upon the child’s per- 
sonality development. An adopted child will react to the birth of 
a sibling in the same way as a natural child might. Accordingly, 
much of his future development will depend on the previous qual- 
ity of his relationships with his adoptive parents. 


Workshop Example No. 1 


The adoptive parents of Wendy G., age nine, have for some time 
had a conflict with her over the question of her piano lessons. 
Wendy longs to become a professional violinist like her mother, 
but Mr. G., a music teacher himself, firmly believes that a child 
should first study the piano as a basic instrument, before learning 
any other instrument. Under pressure, Wendy had studied the 
piano with varying degrees of resistance for about a year. Her 


musical talent is unquestionable, but she refuses to practice as 


regularly as her parents wish. : 
Unexpectedly, Wendy learns from a sixteen-year-old cousin that 
hild. Wendy comes home and, in accusing tones, 


she is an adopted ¢ es h ; s 
faces her adoptive mother with this information. The mother is 
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taken aback and finds herself embarrassed and nearly tongue-tied. 
She is agitated and apprehensive at the prospect of having to con- 
fess to Wendy that she could not have a natural child and there- 
fore adopted one. She stammers a quick confirmation of the adop- 
tion and then changes the subject. 

A few days later, Wendy refuses to participate in a scheduled 
class recital at the music school. Although her name is on a printed 
program, Wendy ignores the pleas of her parents to go through 
with the recital. She cannot control her tears and refuses to go with 
her parents to the concert hall. Her only explanation for this 
unusual behavior is that she wants to play the violin and hates the 


piano anyway. 
Discussion Questions: 


(a) Why has learning of her adoption in this fashion increased 
Wendy’s dislike of the piano? 


(b) How, in the light of her new knowl 
ably interpret her parents’ 
mother? 


edge, does Wendy prob- 
refusal to let her play the violin like her 


(c) To what does Wendy probably attribute Mrs. G.’s embar- 
rassment over the situation? 


(d) What would be your course of action with Wendy if you 
were called upon to act as a First Aider? 


(e) Which would be the most effective path to take with this 
child: 


1. 
2. 
3. 


to shame or punish her into resuming piano lessons? 
to let her begin the study of the violin at once? 
to clarify the facts surroundin 
wait to see whether Wend 
her own accord? 

(£) Why should these adoptivi 
in order to handle the problem? 


g her adoption and then 
y goes back to the' piano of 


© parents seek professional help 


Workshop Example No. 2 


has been a persistent truant for some months 
disclaims any interest in school and tells his prin- 
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Neal M., eleven, 
now. He strongly 


cipal and the truant officer alike that “I don’t care what you do to 
me, I’m not going back to school.” 

Neal’s teacher is surprised at his behavior because Neal has 
always been a happy boy and a good student, with many school 
friends. She knows of no incident in school which might account 
for his sudden aversion to continuing his education. The attend- 
ance officer has no other recourse but to bring Neal and his par- 
ents into Truancy Court. 

Going over Neal’s case with his parents, the sympathetic judge 
in the Truancy Court learns that Neal was adopted by them in 
infancy. They reveal that they have never told the boy about his 
adoption because as the mother puts it, “We didn’t want to spoil 
anything between us. We wanted him to think of us always as his 
true parents.” 

The judge then speaks to Neal privately in his chambers where 
the boy confides in him that just before he became a truant he had 
come across his adoption papers in a tin box on a closet shelf of 
his home. Neal confesses that the discovery had been a shock to 
him. He had subsequently been tormented by questions in his mind 
as to why his parents had not told him. He had concluded that they 
had withheld telling him because he had fallen short of being the 
kind of son he wanted to be to them. Bursting into tears, Neal 
says to the judge: “Why didn’t they tell me when I was a little boy? 
I couldn’t love them any more than I do. They’re the best parents a 


fellow could have.” 


Discussion Questions: 

(a) Why do you suppose Neal’s disturbance found particular 
expression in rejecting his school? 

(b) What was Neal trying to confirm by causing his parents to 
be disappointed in his school work? 

(c) Why was Neal willing to confess his inner torment to a 
judge while he kept silent about it to both his parents and the 


authorities in school? 
as the final outcome of Neal’s case? 


(d) What do you imagine w ! 
(e) What lesson might Neal’s case drive home to other adoptive 


Parents? Why? 
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SECTION THREE 


SITUATION: First Aid for the Child Who Has Been a Witness 
to, or Has Been a Slightly Injured Victim of, an Accident. (For 
First Aid to the injured, see next section on “Hospitalization.” ) 


Behavior Patterns and the Mean- 

ing of the Situation for the Child 

Even where the child involved in an accident has not himself 

been injured, you may observe that his behavior patterns are the 

same as if he had been. Similarly, where a child has merely been a 

witness to an accident, he may behave as if he had been involved 
in it. 

Such a child witnes 

become mute; he ma 


complete indifference to an accident. He 
or ill-timed jokes Concerning the accident. 
by “daring” behav- 


you may note that this same child shows 
things, Persons, or situations which he 
ent. For example: if the accident occurs 
t or nine may shun autos or all 
driver of the auto is a taxi driver, a some- 


untably” show hostility or anxiety 
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The child below the ages of five or six is still dependent for his 
security upon the success with which he maintains his feeling of 
“narcissistic omnipotence”—a belief that everything he wishes will 
come true and that he is safe from harm as long as he wills it. 
Accidents utterly refute the child’s belief that the world is built 
around him and for him. Accidents have, heretofore, had no place 
in his calculations. 

Extremely young children do not know how to face accidents. 
Up to five or six, they may not yet be certain of the dependable 
sources of protection in the real world which are more effective 
than their “cocoon” of “narcissistic omnipotence.” They do not 
yet know how to ward off, recover from, or overcome real danger 
themselves. The accident is, aside from the physical injuries it may 
Cause, a severe blow to their infantile sense of self-sufficiency. 

The child who is injured, even slightly, may experience shock 
and uncertainty as to whether he can survive at all in a world in 
which his will is suddenly so insignificant. (See chapter 4, section 
I, “Death of a Close Relative or Friend” and chapter 4, section 
XII, “Fear of Enemy Bombing.”) 

Where you see a child going through some of the motions of 
being injured when actually he has been unscathed, you must ask 
yourself, “What is the meaning of this child’s behavior?” In effect 
this child’s actions are saying, “This could happen to me too.” In 
Other words he is applying the fate of the injured to himself. He 
does so, however, with the assurance that, as long as it is a “game” 
which he is creating according to rules of his own making, he is 
safe. The shock to this child’s sense of his own magical immunity 
has been great, and he strives to retain some measure of this immu- 


nity in spite of the shock. o ee i 
A moderate amount of sympathy for the injured is quite normal. 

Where, however, a child’s “sympathy” is so intense as to result in 

4 . . . ie 

close identification with and even imitation of the injured, you may 

Presume that some sense of guilt may be operating within the 

child. For some reason unknown to himself, the child may feel 

` Toi . * 

Obligated to “take on” the injuries of another. i 

* An interestin example of this mechanism is to be found in the play and 

movie, Home of the Brave. Here, the soldier developed a hysterical paralysis 

of his legs out of a sense of guilt for being glad that his friend, instead of 

himself, was shot and tortured by the enemy. 
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What now is the meaning of the opposite behavior pattern? 
What is the explanation when a child acts utterly indifferent either 
to his own injuries or those of others? This is the child’s heroic 
attempt to deny the reality which threatens to dwarf his will into 
nothingness. What the child’s behavior is saying is: “Nothing can 
harm me. I am too important to be hurt—I am still the center of 
the universe.” 

Later on, this child may develop a fear of returning to the scene 
of the accident or being associated in any way with such causes 
of it as autos, bridges, etc. For although he himself may not have 
been injured, the child regards the accident and everything con- 


nected with it as a reminder of threats to his sense of security and 
self-importance. 


The Person Best Suited to Render 

First Aid 
The most stable, self-possessed adult immediately available to 
the child is the person best suited to render First Aid. Wherever 


possible, a self-contained parent or other person whom the child 
knows should assume this role. 


Goals of First Aid 
1. To assure the child against further actual danger. 
2. To help him bring his terror and anxiety within the limits of 
controlled behavior. 
3. Perhaps a less immediate goal, to help the child to see this 
accident later on, in relation to his total life experience. 
For instance, a child terrified by the accidental burning of his 
home should be helped to understand that such fires will occur to 


his home not every few months or even years, but rarely, if ever; 
that such disasters are distributed widely, not visited especially 
upon him. 


First Aid Methods: DON’I’S 
If it is within your power not to, DON’T ask or allow a child 
below the ages of thirteen or fourteen to assist in the care of the 
injured. Unless injuries to his loved ones are slight and he would be 
reassured by seeing them, try not to permit the child to view such 
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injuries. Children below thirteen or fourteen are more than ordinar- 
ily impressionable. DON’T ridicule or reprimand the child for his 
expressions of concern. DON’T attempt to shame or suppress a 
child for crying or otherwise reacting anxiously to slight physical 
pain. Remember that the crying may stem from anxieties other 
than those produced by the injury. 


DON’T ask a shocked or injured child to consider the well- 
being of others more than his own. Consider that a sensitive child 
may “adopt” the injuries of others as his within his own mind. 
You may have observed how, when one of two brothers or sisters 
is injured, the unhurt one may cry louder than the one who is 
hurt. DON’T ask such a child to ignore his distress, whether physi- 
cal or emotional. Above all, DON’T leave a distressed child without 
the companionship of a responsible older person who can furnish 
some degree of comfort and security. In extreme emergency, leave 
another child with the disturbed one as a spiritual prop. 

Perhaps a very special DON’T should be listed here against the 
common practice of forcing a frightened child back to the scene or 
situation of an accident “to make him overcome his fear.” Parents 
Or other well-wishers are often almost superstitious about this. 
They will force a child bitten by a dog to caress or stroke another 
dog as soon as possible after the accident; they will insist that a 
child who has almost been drowned make another attempt to swim 
at once. Such a practice may merely succeed in making the child 
Telive his anguish while it is still fresh; it may tend to fix the child’s 
fear reactions into a hard indestructible pattern for a long time to 
come. On the other extreme, DON’T allow the child’s fears and 
anxiety to go unquestioned for an unreasonable length of time 
after the accident. DON’T sanction his turning the accident into a 
Cause for avoiding all activity associated with the accident for weeks 
or months to come. 


First Aid Methods: DO’S 


Reassure the child that you, as First Aider, offer yourself whole- 
heartedly to him as his protector. Offer him solace and human 
Warmth. 

As First Aider, make it clear that the child’s own welfare, 
whether physical or emotional, is your primary concern. Point out 
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how the child’s own needs are being met. Similarly, reassure the 
child concerning the measures being taken to care for others 
involved in the accident about whom the child may have great 
anxiety. i 

Permit the child to speak freely. Hear him out with genuine 
patience and interest. Permit him to ask questions, and try to 
answer them as frankly as possible. However, be careful, in so 
answering, not to introduce any new factors the child hasn’t him- 
self thought of which may introduce new anxieties into his mind. 
Thus, if a child thinks his parent’s leg has been merely injured in 
an accident, do not carelessly remark within the child’s hearing 
that the limb may sooner or later have to be amputated. 

Permit a child to overcome his anxieties concerning the scene 
or situation of an accident at a reasonable pace. Whenever the 
child makes it possible, let him reintroduce himself to the scene or 
situation. Do not shame him for being too cautious about this. 
Encourage him, but use neither force nor ridicule upon him if 
his original anguish returns. Where possible, try to arrange it so 
that the child’s first chance to face his fears occurs in the ordinary 
routine or pattern of his life. Again without coercion, encourage 
the child gently and firmly to meet and overcome his fears. 


Permit and aid him in his play activities to act out defensive 
activities against his fears. 


When to Obtain Professional 

Assistance 
If, within a few hours after his removal from the scene of an 
accident, a child shows neither a noticeable decrease in apprehension 
nor an increase in relaxation, professional help should be sought. 
Obviously the time limit of “a few hours” is flexible, but under no 
circumstances should you delay getting professional assistance if 
no real improvement in the child is visible within twenty-four 
hours. Despite a child’s outward calm, if a week or two after the 


accident he still has nightmares or fears which he never had before, 
seek professional help in that case too. 


Prognosis 
Older children should re-establish their equilibrium sooner than 
younger ones. Where a child has sustained actual physical injury, 
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his emotional disturbance will be proportionately greater, and his 
period of recovery proportionately longer. Despite the unpleasant- 
ness of recalling the accident, the child who is properly handled 
need suffer no permanent damage as a result of this experience. 


Workshop Example No. 1 


John J.—a boy of four and a half—has witnessed a neighbor’s 
summer home burn down to the ground while the local fire depart- 
ment stood by, helpless for lack of water. Although no one in the 
neighbor’s house was injured, the experience has made a deep and 
frightening impression upon John. He has been wakeful for sev- 
eral nights following the fire. He cries and shows anxieties when 
his mother lights the stove or even a cigarette lighter. He pleads 
with his mother to put out her cigarettes. He will not remain in 
the living room if his father starts a fire in the fireplace. He will 
not eat toasted marshmallows as the other children have been 
doing in the evenings. He shows extreme worry over whether the 
twigs used for toasting the marshmallows are out. 


Discussion Questions: 


(a) Why has this experience made such a profound impression 
upon John? 

(b) What would your attitude, as First Aider, be toward John’s 
fears? Would you belittle them? Would you help John to talk 
them out? Would your own unperturbed manner toward the use 
of fire reassure him? 

(c) Would you insist that John remain in the room in the pres- 
ence of cigarette smoking, stove lighting, etc.? 

(d) Would such actions as taking John with you when you pur- 
Chased fire extinguishers for your home be likely to help him over- 
Come his fears? 

A (e) Would interesting him in toy fire-engines and other “defen- 
sive” play activities ease his tension? Would this be worth trying? 

(£) How far would such verbalizations as discussing the difter- 
ences between “friendly” and “unfriendly” fires or pointing out 
the rarity of home fires help John? 
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(g) At what point, if his fears persisted, would you seek out- 
side professional advice for him? 


Workshop Example No. 2 


Selma S. is a girl of five and a half. While standing on the side- 
walk beside her mother and her baby brother Tommy, Selma 
recently saw her aunt run over by an auto. Selma’s behavior since 
the accident has startled her mother. Selma appears to be contin- 
ually running out into the heavily trafficked roadway in front of 
their home—although previous to the accident she had never done 
this, according to the mother’s memory. Once, however, the mother 
recalls that Selma’s brother had run out into the gutter. At that 
time, the mother had gone out after Tommy and had spanked him 
soundly “to teach him not to get run over.” Now, when repri- 
manded for her risky behavior, Selma acts indifferent and scoffs 
at the danger. Her mother has become extremely “nervous” about 
crossing the street since the accident to Selma’s aunt. Selma’s 
behavior upsets her mother more than ever now. 


Discussion Questions: 


(a) What do you understand by Selma’s language of behavior? 
Would you accept her surface indifference to danger at its face 
value? 


(b) What did the accident to Selma’s aunt represent to the 
child in terms of her own security? 

(c) Why might Selma be risking the chance of “taking on” her 
aunt’s injuries? Is there a connection in the child’s mind between 
her aunt’s behavior and that of little brother Tommy, who also ran 
out into the roadway? 

(d) Would you spank Selma as the mother did to Tommy? 
What measures would you take to restore her sense of security? 


(e) Would the mother be the best person to handle Selma in 
this situation? If not, why not? 


(£) Who might be a better person than the mother to deal with 
this child’s behavior? 
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SECTION FOUR 


SITUATION: First Aid for the Child Disturbed by Hospitalization 
—(Hospitalization for illness or surgery may cause serious but 
temporary disturbance in the feelings and behavior of even the 
best-adjusted child.) 


Behavior Patterns and the Mean- 
ing of the Situation for the Child 


As First Aider, you should try to keep infants and early toddlers 
in ignorance of the hospital experience in store for them, during 
the early preparations for it. Where they do sense something unus- 
ual ahead of them, their inability to verbalize feelings may account 
for their not expressing any apparent concern. In all older children 
you may expect some expressions of qualms, misgivings, or fears 
regarding hospitalization as soon as they have learned what is 
planned for them. Where you can detect no apparent concern in 
the child at all, be on the alert for a dangerous suppression of his 
feelings. However, you may find, in the case of a very placid child, 
that his heretofore unexpressed anxiety about hospitalization may 
come out Jater on in the experience. 

Before you decide that a child is indifferent to hospitalization, 


you should inquire into whether or not he has already confided his 
lf. Often with the intention of 


anxiety to someone besides yourse 
Sparing parents, a child may secretly tell his feelings to an uncle, 
an aunt, a friend, a physician, or a nurse. à 

The child with a healthy attachment to his parent will frankly 
express apprehension over separation from that parent. Further- 
more, even a usually well-adjusted child may react with fear and 
trembling toward the hospital as if it were a formidable monster 
that intended to swallow him up. 

In the face of whatever well-intentioned reassurances you as an 
adult give him, the child’s anxiety may persist and may amount to 
a state of panic. As a consequence, he may act belligerent and 
Unreasonable. He may accuse either the physician, his parents, or 

oth, of being his enemy and of being indifferent toward the harm 
that may come to him. He may take this feeling out on other chil- 
dren, whom he may attack or molest while in this mood. 
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Broadly speaking, such behavior disturbances may be divided 
into two kinds: (a) those which manifest themselves before hos- 
pitalization and (b) those which persist or do not appear until 
after the worst of the hospital experience is over. 

The frightening effects of separation from parents during hospi- 
talization are almost universal among children. This will be true 
even of the older child and adolescent, where he has had no pre- 
vious experience with hospitalization. A child’s fear will be less- 
ened where he has found a previous hospitalization a mild or even 
pleasant experience. By the same token, the effect will be made 
worse for him if a previous hospitalization has proved an unhappy 
one. 

In emotionally healthy groups, you will discover that younger 
children fear hospitalization more than older ones. This fear dimin- 
ishes gradually in the child as he nears maturity. This does not 
mean that fear of hospitalization entirely disappears with adoles- 
cence even in the late teens. It may not. 

The child who is deeply disturbed at the prospect of hospitali- 
zation is one who considers that his parents have abandoned him 
to strangers. Thus you will find the experience taking on an emo- 
tional character for the child quite apart from his fear of danger 
or pain. However, there is the additional fact that in the child’s 
mind these strangers to whom his parents have abandoned him are 
capable of harming or even destroying him. 

It is exactly the child’s dependence upon the parents as protect- 
ors against strangers which makes hospitalization more frightening 
to younger children than to older ones. Children of six or over 
have learned in part that all strangers are not alike; that certain 
strangers such as doctors and nurses are especially kind and con- 
siderate toward children. Children under six have not yet been 
convinced of this fact to any degree. 

This does not necessarily mean that the child who does not cry 
or show fear at separation from his parents is going to go through 
the hospitalization entirely without disturbance. The child who has 
been disillusioned prematurely with his parents’ ability to know 
everything and do everything perfectly, has rejected them in his 
mind as his protectors. Such a child may adopt a pose of indiffer- 
ence about who takes care of him. “It is all the same whom I am 
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left with,” such a child’s behavior seems to say. “My parents don’t 
care what happens to me any more than strangers do.” This may 
mean that the child is resigned to his fate in outward behavior 
only. Inwardly, he may be just as frightened as the child who cries 
loudly when his parents depart, leaving him “alone.” 

A As First Aider, you must be on the alert for a'child’s mis- 
impressions of the nature and functions of a hospital. A very 
young, impressionable child (under six) may have gotten the 
notion that a hospital is a place which specializes in the same oper- 
ation for all patients. If he has heard of someone’s having a leg 
or eye removed at a hospital, he may suffer a fear that this same 
“mutilation” may be performed upon him. 

In general, the child conceives of a hospital as a place where 
pain is inflicted, where destruction of or injury to vital parts of the 
body may be performed. To the adult the hospital is a place where 
“people go in sick and come out well.” To the child it too often 
seems a place where “people go in well and come out sick.” This 
may be particularly true in the case of a child who is going into 
the hospital for elective surgery or for early treatment of an illness. 
An enlarged pair of tonsils is usually of far more concern to the 
parent or family doctor than it is to the child. This child goes into 
the hospital feeling fine. He wakes up from the ether with a painful 
throat. No wonder he feels that the hospital has harmed him. 

_ In the case of emergency hospitalization, a child’s disturbance is 

likely to start after the emergency is over, perhaps when the child 
Tegains consciousness after an operation and suddenly comes to 
realize he is to remain separated from his parents. The child can 
Only see the harm the hospital has done to him; not the good. 

In some instances, the hospital may mean a place of punishment 
for a child. Adults may have used the hospital as a threat to get him 
to take medicine, eat the proper food, even to get enough fresh air. 
“You want to get sick and go to the hospital?” is the question which 
has often been asked of the child. Later, the hospital experience may 
appear to him as a penalty for having disobeyed the adult’s order. 


Je DUCATION 
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Persons Best Suited to Render 
First Aid 

As First Aider, you should be able to impart confidence and 
courage to the child through your own tone and manner. The First 
Aider must be someone whom the child already trusts. Usually one 
or both parents will qualify under both of these heads. But in time 
of stress the parents’ own anxiety and tension may communicate 
itself unwittingly to the child. The mother may be unable to hold 
back tears as she talks, the father may express his worry through 
anger and irritability over the family’s “hard luck.” Intelligent par- 
ents will disqualify themselves from the role of First Aider under 
such circumstances, 

A calm, kindly family doctor may prove a valuable reinforce- 
ment to parents here. Another child who has gone through the 
hospital experience may be reassuring to the young prospective 
patient—especially if they are friends or close relatives. 

Looked at from all angles, the least desirable person to render 
First Aid here would be a stranger, especially one associated with 
hospitals. For, to the nurse, interne, hospital attendant, or clerk, the 
little patient being admitted may seem the most familiar of figures. 
To the child, however, these people who are so at home in the 
hospital atmosphere are strangers. Their ready acceptance of the 


“strange” world of the hospital may make them all the more foreign 
to the child.* 


Goals of First Aid 
1. To see that a child’s mental or emotional disturbance shall 
not interfere with the medical care prescribed for him. (A disturbed 


child may not eat, sleep, or rest; he May not respond to directions 
or even medications. ) 


2. To insure that the child does not go into the hospital with dis- 
torted notions and fears of what lies ahead of him. Above all, that 
he does not feel hospitalization means abandonment by his parents. 
* The hospital uniform may be recommended by its sterility, but it sets 
hospital personnel in a world apart from the child patient. One wonders 


whether imaginative hospital superintendents could not provide pediatric 
staffs with sterile gowns that at the same time look like street clothes. 
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3. To assure the child of his personal safety at the hands of 
nurses and doctors. Wherever possible, as First Aider, you must try 
to lessen the child’s sense of danger in regard to surgical, medical, 
and nursing care. 


First Aid Methods: DON’T’S 


DON’T be lulled into a false sense of security by the child’s ap- 
parent lack of concern or anxiety symptoms over impending hos- 
Pitalization. DON’T intimidate or otherwise cause the child to 
Conceal his fears of hospitalization. DON’T ridicule the child for 
his fears as childish. You cannot correct suppressed fears unless 
you encourage the child to bring them to the surface so that you 
may learn what they are. DON’T be satisfied to have strangers 
(especially hospital staff members) become the chief sources of 
information and comfort to the child. 


DON’T permit a child’s distorted notions of the causes, pur- 
Poses, or methods of his hospitalization to go unnoticed and un- 
Corrected. For example, if a child should remark, “It’s my fault 
that I’m in the hospital,” try to get him to express to you any feel- 
Ings he may have that he has been hospitalized as punishment for 
his bad behavior, 


First Aid Methods: DO’S 


Emphasize all positive aspects of the situation. Point out to the 
Child that the purpose of hospitalization is to restore his good 
health, to allow him to do as many of the things other children do 
as possible. Exercise care, however, not to mislead the child who 
has a serious condition with wild impossible promises—as, for 
Instance, that he will be well by the next day. 

In your conversation with him, dwell upon hopes and plans to 
return the child home to his loved ones and usual activities as soon 
as possible. In order to counteract any false ideas the child may 
have that his parents have abandoned him entirely to strangers, 
arrange maximum amount of contact between the child and his 
Parents or family at all times before and during hospitalization. 
This should be done particularly for toddlers and older infants, who 
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will feel the separation most keenly even though their means of 
expressing their emotions may be inadequate.* 

Answer questions as directly, honestly, and simply as possible for 
the child. Permit him full expression of his concerns and listen to 
them with sympathy. Try to correct false impressions which the 
child may have of the hospital, doctors, nurses, and other attend- 
ants. Where necessary to get the simple honest answer, seek infor- 
mation for the child from persons better informed than yourself. 
Such contact with the proper authorities (doctors, nurses, etc.) will 
impress the child with your honesty and good intentions toward 
him. Within the child’s understanding, explain to him all the 
measures that are being taken to provide for his safety and well- 
being. This might include explaining who the internes and nurses 
are, what years of training they have, how many other boys and 
girls they have helped get well, etc. 

Where you as First Aider are not the parent, do not confide the 
child’s apprehension to the parent without careful consideration. A 
parent who is upset may involuntarily strengthen his child’s fears 
by his own show of anxiety. 

Bear in mind that the more distant goals of First Aid for mental 
health are as important as the immediate ones in this situation. Not 
only must you help the child through hospitalization; you must help 
him to understand without any false ideas what has been done to 
and for him in the hospital. You must convey to him through your 
calm, purposeful manner, as well as through reassuring words, the 
sound reasons for having hospitalized him. This will tend to pre- 
vent acute emotional and mental disturbances due to the hospital 
experience from appearing in him after it is over. This will tend to 
lessen or eliminate unnecessary bitterness against his parents, doc- 
tors, nurses, and the world in general for what he has undergone. 
* As First Aider, you might take it upon yourself to explore hospital rules 
which permit a self-contained parent or loved one to sleep in the child’s room 
during hospitalization. Where a choice of hospital is possible, permission for 


a parent or First Aider to remain with the child might well be the factor in 


itself which determines you in your choice of hospital—all other things being 
equal, of course. 
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When to Obtain Professional 
Assistance 


If a child does not need hospitalization immediately and if his 
parent has had no previous successful experience in a similar situa- 
tion with him, you should seek counsel regarding the ways to pre- 
pare him for hospitalization from a family doctor, a pediatrician, 
a surgeon, a psychiatrist, a child guidance or a family service 
agency. Your aim should always be to discover how best to prepare 
the particular child for the coming experience according to his par- 
ticular personality. 

A special problem exists where a child, hospitalized in an 
emergency, shows acute anxiety and is not responsive to ordinary 
reassurances when he suddenly realizes where he is. Under such 
circumstances, you, as First Aider, do not ordinarily have time to 
Prepare the child adequately for the experience. You would be wise 
to seek professional counsel promptly. In the meantime, apply the 
measures outlined above. 

Seek professional help or counsel for the child who continues to 
exhibit acute emotional or mental disturbance after the worst of 
the hospital experience is over. This child’s disturbances might in- 
clude continued nightmares, bed-wetting, wakefulness, fear of doc- 
tors and nurses, worry about his health or that of others, failure to 
resume usual activities or interests. You will be wise to regard any 
sharp drop in the child’s previously demonstrated capacity to func- 
tion well at home or in school as a disturbance arising out of his 
hospital experience, if this disturbance occurs soon after his return 
home. Regard a sudden exaggeration of the child’s attachment to 
his parents as having the same cause. 


Prognosis 


Although the hospital experience cannot help but be difficult for 
a child, whatever unpleasantness may be involved need not mean 
lasting or serious harm to his personality. As an understanding 
First Aider who follows the above-mentioned principles, you can 
be of great help in lessening the pain, duration, and consequences 
of his anxieties. The more self-assured a child is to start with, the 
More likely is he to emerge from the experience without harmful 
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effects. The older and more understanding he is, the less likely is 

he to use the experience as a basis for continued and unnecessary 

fears. ‘ 
Workshop Example No. 1 


During a routine medical examination of Milton W., age eight, 
in preparation for his return to school in September, his doctor 
discovers that he has a hernia. In front of the boy, the doctor tells 
his parents that he recommends surgery—which, however, is elec- 
tive, not mandatory. Further details of the operation are thereupon 
discussed still in the boy’s presence. A plan for having the opera- 
tion done during Milton’s Christmas vacation is outlined. 

Milton has always been a quiet child and this misleads his 
parents into believing that he has not grasped what they have said 
about the operation. Then, shortly after the visit to the doctor, he 
begins to express fears of being alone in the dark, He becomes in- 
creasingly irritable with his younger brother too, and a habit of 
stuttering, which he had overcome for the past two years, now 
makes its reappearance. 

About a month after the original discussion in the doctor’s office, 
Milton begins having nightmares. During the day he becomes 
irritable and disobedient toward his parents. 

Finally the anxiety which is bothering him comes to the surface, 
and Milton asks his parents about the operation. “Will it hurt? 
‘Could I die? How long will I have to be away? What do they do 
to you when they operate?” and so on. 

His parents try to reassure him by making light of his fears. He 
is acting silly to worry about the operation, they tell him. He should 
forget all about it. “Just stop your fighting with your brother and 
become a good obedient boy,” they say, “and you are sure to come 
out of the operation all right.” 

Late in December, when Milton is finally told that the operation 
is scheduled in two weeks, he declares flatly that he will not go to 
the hospital. Stubbornly he asserts that no one will be able to make 
him leave the house, no matter what they say or do to him. 


Discussion Questions: 


(a) What possible effects would there be if his parents paid no 
attention to Milton’s refusal to go to the hospital? 
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(b) What would be the results if his parents threatened him to 
make him go for the operation? 

(c) How did the emphasis which Milton’s parents placed upon 
his being good in order to avoid harm from the operation con- 
tribute to his unnecessary sense of guilt? How did this increase the 
boy’s fears of the operation itself? 


(d) What procedure from this point on would good First Aid 
Practice indicate for you to follow with Milton? s 
(e) How would you account for the fact that the boy’s habit of 


stuttering reappeared when Milton learned of the proposed opera- 
tion? 


Workshop Example No. 2 


Malcolm D., age four, offered no objection to going into the 
hospital for a tonsil operation. He makes no fuss within the hos- 
pital itself and accepts the reassurances of the doctors and nurses 
without a murmur. He is completely cooperative during the opera- 
tion itself and takes the anesthetic without resistance. One of the 
nurses remarks afterwards to the boy’s mother, “He did exactly as he 
Was told in everything. He is an unusually obedient boy, isn’t he?” 

After Malcolm has come out of the hospital there is a decided 
change in his behavior. He positively refuses to go back to the 
hospital for a follow-up examination. He clings to his mother now 
far more than he did before. When he goes shopping with her he 
Insists upon holding her hand at all times or, if her hands are occu- 
Pied, he clings to her skirt. 

He does play with other children in the street, but he becomes 
Panicky should his mother go into their house or otherwise disap- 
Pear from his sight even for a moment. He becomes angered if 
his mother attempts to tell a neighbor or friend what a good boy 
Malcolm was in the hospital. One day when Malcolm’s father 
drives them past the hospital, Malcolm hides his head on his 
mother’s lap and cringes there for minutes after the hospital has 
been left behind. 

This behavior of Malcolm’s continues unabated for three weeks. 
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Discussion Questions: 
(a) Why might this boy need professional help? 


(b) What are the possible reasons for Malcolm’s not having 
shown signs of concern before the operation? 


(c) In the light of Malcolm’s total failure to express concern 
before or during the operation, why might you doubt that he is as 
healthy a child as his parents think he is? 


(d) If you were his parent, why might you not have been 
pleased at the nurse’s comment about Malcolm? 


(e) How would you have expected an emotionally healthy child 
to have behaved while in the hospital? Why? 


SECTION FIVE 


SITUATION: First Aid for the Child Disturbed by Desertion of 


One or Both Parents—(See also chapter 4, section I, “Death of 
a Close Relative or Friend.”) A child is frequently thrust into 
this situation with dramatic swiftness. On an apparently ordinary 
day, a child’s parent fails to return home as usual or else stalks 
out of the house, leaving the child with a remaining parent who is 
more often than not in a state of Shock, grief, temper, or other 
intense emotion. On not infrequent occasions, this remaining parent 
may simply bolt the whole situation and leave the child to whatever 


community-minded individual or authority cares to concern him- 
self with the deserted offspring. 


Behavior Patterns and the Mean- 

ing of the Situation for the Child 
f Where but one parent deserts, you are not apt to find an 
infant or toddler show any immediate reaction to the desertion. The 
infant has, of course, no way of telling whether the departure of 
the parent was for a few minutes, hours, or years. But even a very 
young child, under two, may begin to notice his father’s or mother’s 
desertion when the absent parent is repeatedly unavailable to him- 
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The mother is usually the one who is closest to the child, and you 
will find that in most cases the infant or young toddler notices the 
absence of his mother more readily than that of his father. 

i In older children, you may expect a child to react to desertion 
in accordance with his previous relationships with his parents. 
Where he has witnessed dramatic scenes or violence leading up to 
the desertion, his awareness and reactions will tend to be quite 
marked. A child who has been present during physical violence 
may at first act intensely relieved at the desertion—since the de- 
sertion terminates the violence. Later, however, this child may be 
assailed with feelings of remorse, guilt, grief, or especially intense 
feelings of love for the departed parent. 

Many children have an infinite capacity for asking questions 
about things they do not understand, and a child may persistently 
inquire about an absent parent. “Where has he gone? When is he 
coming back? Why doesn’t he write? Doesn’t he love me any 
more?” 

Under the ages of nine or ten, children seldom display their 
grief for a prolonged period; but other behavior patterns may sup- 
Plant that of obvious grief. You may recognize that a child’s irrita- 
bility, his “chip on the shoulder” moodiness, his withdrawal of 
Interest from friends and usual activities—all stem from his basic 
Subsurface sense of loss for a deserting parent. 

Children of six or over may develop a sense of shame at the 
desertion of one or both parents. Where a child has become aware 
of “what the neighbors will say” (social consciousness), he may 
behave as if he wants to keep his family situation a close secret. His 
attitude may result in outbursts of pent-up defiance toward society 
and its standards. This child may give you the impression that he 
blames his whole discomfort in the situation upon the disapproval 
of the neighbors, as if the whole blame were displaced in his mind 
Upon the neighbors’ unfriendly behavior. Such antisocial outbreaks 
On the child’s part may include certain types of delinquent behavior. 
(See chapter 5, “Delinquent Behavior.”) 

The deserted child may sharply reject your friendly gestures 
because he considers you one of those unreliable adults. For, in his 
bewilderment at the situation, the child may evince anger toward 
either the deserting parent or the remaining one, or toward all 
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adults. Thus, if you seem to defend either parent’s action, the child 
may quickly turn his resentment upon you. 

Three striking losses make themselves felt upon the deserted 
child: (1) He experiences a general loss of protection from danger 
or destruction. (2) At specific moments when he encounters situa- 
tions to which he is unequal, he feels, in intensified form, his loss 
of available parental assistance. (3) Where the child has had close 
companionship with the deserting parent, he will miss this com- 
panionship for its own sake. 

The child’s attitude toward the remaining parent will, of course, 
vary with circumstances. The faithful parent may be viewed as 
inadequate and weak, perhaps for the very reason that he or she 
has been unable to prevent “the deserter” from leaving. The parent 
who remains in the home in that case may be lowered in the 
child’s estimation to the status of another helpless sibling in the 
family—who has been left just like the child himself. This may be 
one of the causes of the child’s moodiness and withdrawn behavior. 
In a sense he may act as if he were totally instead of partially 
deserted. Such a child will be appalled by a feeling that there are 
no dependable, stable, strong adults left in his life to care for him. 
His sense of injustice will be strong, and he may convert this into 
irritable, unjust behavior toward others. A child’s withdrawn, list- 
less behavior may Tepresent in such cases an acting out of the 
loss of interest the deserting parent has shown for his offspring. 

On the other hand, the child may have the impression that the 
remaining parent is the dangerously strong one. In his eyes, the 
weak parent has been driven out into the cold world by the strong 
one. In the back of his mind may lurk the fear that his own weak- 
ness exposes him to a similar treatment. In that case the child will 
hold the faithful parent Tespi 


one. To the young, turning a parent out of the house may be the 
same as destroying 
to reckon with this unspoken accusation from the child. 

Since every child considers himself to be the center of his uni- 


verse, he naturally conceives of his parents as being dedicated solely 
to his welfare. Even at a late age, a child 


ing about his parents’ actual limitatio 
fore, when one or both parents desert. 
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, the youngster may believe 


it is because he, the child, did not live up to his parents? expecta- 
tions. In other words, he may believe it wasn’t worth his parents’ 
while to stick together for him. Accordingly, you should not be 
Surprised to discover that the sense of guilt in such a child because 
of his parent’s desertion is very strong. 


Persons Best Suited to Render 
First Aid 


These are the parents themselves, the closest adult relative, or 
the friend of the family who is best trusted and known by the 
child, a clergyman, or a mature older sibling who can take coach- 
ing on how to act in the emergency. A kindly neighbor, a family 
doctor, a social worker who is familiar with the child’s needs, or 
a police officer who is accustomed to dealing with children are also 
Possible First Aid selections here. (We do not include persons 
Such as teachers for the reason that the child is not ordinarily 
found airing his family’s problems in school or other public places.) 


Goals of First Aid 


1. To relieve the child’s feelings of hopelessness and helpless- 
hess. 


2. To maintain his interest in his usual activities as far as 
Possible. 


3. To keep the child aware of his own self-sufficiency. 


4. To build up in the child a belief in the sincerity of others 
on his behalf, 
First Aid Methods: DON’T’S 


DON’T attempt to stop the child from asking questions about 
One or both of his deserting parents. DON’T try to deter him from 
talking about the subject by changing the conversation. Question- 
Ing is one of the child’s ways of both expressing and relieving his 
wn anxiety concerning the situation—especially in regard to the 
Part he may imagine he played in the desertion. How you, as 
First Aider, handle this is of paramount importance to the success 
Of your mission. Not all of a child’s questions call for answers in 
Words—since the purpose of such questions is as much to relieve 
his feelings as to get an answer. Often your best answer to a diffi- 
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cult question will be a warm, reassuring action or other expression 
of feeling for the child. 


DON’T make a child who is too young face the whole truth 
about his parents. As First Aider, you will have to use your judg- 
ment here as to how much of the truth any particular child can 
absorb. The critical question is, of course, “Why has my parent 
left me?” In general, DON’T answer this with expressions that 
may malign his absent parent. For example, a totally frank, honest 
answer to the child’s question might have to be either that one of 
his parents was sexually fickle or inadequate, that he was gener- 
ally unable to bear the responsibility of the home, or that a serious 
incompatibility existed between the parents. DON’T give answers 
in one of these forms, especially to a child under nine or ten. Such 
an explanation may tend to malign the absent parent in the child’s 


eyes and may only increase his emotional tension toward one oF 
both parents. 


DON'T seek to enlist the child’s support for the remaining parent 
against the deserting one. There is already considerable emotional 
conflict within the child’s mind about his parents, and this would 
aggravate the conflict. DON’T overdramatize the situation with 
expressions such as, “You poor child,” or “How could human 
beings have done this to you?” etc. This may merely increase the 
child’s awareness of the injustice he has suffered, and may intensify 
rather than decrease his bitterness. DON’T, on the other hand, 
give false reassurances to the child about the possible return of 
his missing parent. If such reassurances do not quickly materialize, 


the child will lose faith in you, as he has lost it in the deserting 
parent. 


First Aid Methods: DO’S 


Try to restore the child’s faith in adults through your own be- 
havior. Set him an example of composure that he can admire. Do 
not characterize his irritability, moodiness, or withdrawn behavior 
as a sign that he is a “bad boy.” Let him know that you feel thes¢ 
are only temporary disturbances in him which you expect to dis- 
appear. Try to influence other adults around the child to behave 
likewise toward him. Let him know that you and other adults (if 
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not the deserting parents) are equal to and willing to perform the 
task of taking care of him. 

Indicate clearly to the child that you are determined to supply 
his immediate and future needs in the matter of companionship, 
food, and shelter. 

Make your companionship available to the child continuously. 
Let the child know that you are making plans for his immediate 
future. As far as you are able, guide the child back into his normal 
daily activities. Do your best to contact the absent parent so that 
he may, if possible, give his child direct reassurances of his con- 
tinued personal interest in him. If you can arrange even a tele- 
Phone conversation between the deserting parent and the child, you 
may create valuable temporary reassurances for him. 

Patiently hear out all of the child’s questions, complaints, 
Opinions, wishes, and speculations. Even where you deem it inad- 
visable to give the child a direct frank answer, you can at least 
reassure him that the absent parent is physically safe and sound. 
Where the child has seen open conflict, friction, or arguments be- 
tween parents, and where he is able to understand this, a frank 
and objective explanation may be attempted: “Your father and 
mother have agreed that since they seem to get angry and have 
difficulties with one another so much, they should not force either 
you or themselves to live under such unpleasant conditions for 
the rest of their lives.” If the child already knows about another 
Woman (or man) in the case and mentions this, you would do 
best to avoid taking sides with or against either parent. 


When to Obtain Professional 
Assistance 


Desertion of a child cannot help but be a profoundly disturbing 
Situation for all concerned. It is, therefore, essential that the re- 
Maining parent receive professional guidance in the long-term 
Management of his or her relationship with the child. If possible, 
the absent parent should receive such guidance too, or at least 
Participate in conferences with a guidance counselor concerning 
the child’s total welfare. 

As First Aider, you should seek for yourself and the child 
the best skilled professional assistance. You may turn to the 


61 


family case-work agency, the child-guidance clinic, or the indi- 
vidual psychiatrist for such help. 


Prognosis 


The child is bound to suffer some immediate disturbance of his 
ability to function in everyday life. He is likewise bound to experi- 
ence emotional imbalance to some degree for the time being. 

The answer to the question of whether the child will suffer any 
later or lasting effects of this crisis in his life depends upon a 
variety of things. A young child (under five) will probably feel a 
loss of a parent more deeply than an older child; but this too 
depends upon how mature and healthy the child is emotionally for 
his age, how close his previous relationships with his parents have 
been, how broad-minded and helpful are the attitudes of the child’s 
community and those adults who are close to him. 

If the prompt and adequate management of the situation by an 
understanding First Aider is followed up by the long-term assist- 
ance recommended previously, the child need experience no last- 
ing impairment of his self-assurance, his self-respect, or his ability 
to get along with other people. 


Workshop Example No. 1 
For some weeks the father of Denise V., age nine, has been 
absent from the home. The first evening he failed to come home 
from his office, Denise was waiting for him outside her house to 
show him an A she received on her school report card. She noted 
her mother’s anxiety when the father did not return for supper and 
overheard her mother make a series of angry (rather than frantic) 
phone calls to other members of the family and to her father’s 
Place of business. 
Denise cried a good deal for a few days after it became clear 
that her father had left the home. Then she seemed to control her 
tears for a while, only to exchange them for an irritability which 
her mother had not observed in her before. Denise now spends 
many hours alone in her room and refuses to go out to play with 
arently does her homework for school, but 
t of a school play which she had formerly 
aking a part in. In the play, Denise had been 
t of the mother in a large family. 
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Cast to take the par 


Denise’s mother attempts to seek companionship with her 
daughter to console herself for her loss. Denise remains aloof and 
chills her mother by her refusal to offer her comfort in any way. 
When her mother expresses her disappointment at Denise’s with- 
drawal from the play, Denise snaps at her, “So what do I care if 
you're disappointed!” Denise’s mother is upset over Denise’s 
obvious lack of sympathy for her “at a time like this.” 


Discussion Questions: 


. (a) Why did Denise reject her mother’s affections even though 
it was her father who had deserted the home? 


(b) Why do you suppose Denise dropped out of the school 
play? 

(c) Why did Denise ask no questions of her mother as to the 
reasons why her father left the home? 


(d) If you were Denise’s parent or a First Aider, how would 
you, and why would you, enlist the aid of her father? 


Workshop Example No. 2 


Felix L. is fifteen. He is a big boy, rather easy-going. He lives 
With his parents and his older sister in a small flat in a poor area 
of a city. Felix’s mother more or less supports the family, work- 
ing as a hairdresser in a beauty parlor. His father, a drunkard, 
after having been scolded “for the last time” by his wife, packs 
a bag and leaves the home. 

Felix’s mother attacks the father’s name repeatedly in front of 
Felix, absolving herself of all blame in the situation. She keeps 
Teminding Felix that soon he will have to quit high school and help 
Support the family—even though the father had contributed prac- 
tically nothing before this. Several of the neighbors air their low 
Opinions of Felix’s father quite freely in front of the boy. 

Several days later Felix is arrested and brought to the police 
Station for an act of vandalism. His shocked mother is told that 
he has smashed in the windows of a parked car in a fashionable 
neighborhood. The police pick up Felix in the company of two 
Older boys and three girls, all in a state of intoxication. Felix’s 
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hand is bandaged where it was cut by the beer bottle which Felix 
had used to smash the car window. 


Discussion Questions: 

(a) What would have been the more desirable way for Felix’s 
family and neighbors to have conducted themselves? 

(b) Explain the connection between the desertion of Felix’s 
father and Felix’s outburst of defiance? 


(c) What satisfactions, do you suppose, Felix obtained from 
his behavior? 


(d) Why should Felix unquestionably be referred for profes- 
sional help? 


SECTION SIX 


SITUATION: First Aid for the Child Disturbed by Other Types 
of Separation from His Parents—(In this category must be classi- 


fied separations brought on by parents’ going away on business or 
on some unexpected family matter. Hospitalization of both or 
either parent and the departure of the father on military service 


are other common causes of this kind of parental separation from 
a child.) 


Behavior Patterns and the Mean- 
ing of the Situation for the Child 

(See also chapter 4, section V, “Desertion of One or Both 
Parents.”) The principal security of the three-year-old (or under) 
is his mother. The three-year-old will, therefore, show fewer effects 
of the separation if it is the father who is leaving, 

Separate an infant of six months or older from his mother, and 
you may produce in the child serious feeding, sleeping, bowel, 
and behavior disturbances, unless the infant has already become 
secure in the care of an acceptable mother substitute. The ability 
of an individual infant, six months old and over, to differentiate 
between his mother and a substitute is frequently surprising. 

The reactions of the individual child to his separation from one 
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or both parents will vary widely. Controlling factors here seem to 
be: (1) the age of the child; (2) his emotional maturity for his 
age; (3) his ability to understand the parent’s reasons for leaving; 
(4) the warmth of his relationship with the departing and remain- 
ing parent, if one does remain; (5) the reassuring or brusque atti- 
tude of the parents themselves toward the child’s expressions of 
feeling concerning their departure; (6) the congenial or hostile 
attitude of the family or outer community in whose care the child 
is left. 

The two-to-four-year-old child will usually stubbornly insist that 
his parent remain with him or at least return immediately after 
departure. Reactions in this age group may include temper tan- 
trums, crying spells, refusal to eat, outbursts of assaultiveness and 
destructiveness. The child may be actively disobedient (that is, he 
may do things he is not supposed to do, such as breaking toys, 
Scratching furniture, etc.), or he may be passively disobedient 
(merely refusing to do the things he is told). 

One thing you must be aware of with younger children, under 
five: their almost total lack of time concept. This is often over- 
looked by the average adult. The six-month-old infant screams 
with the same anguish when his mother steps into the kitchen to 
warm a bottle, as he does when she steps across the threshold of 
her home to return no more. The one-to-two-year-old may cry with. 
a similar intensity when his mother leaves him with a servant, 
Telative, or friend, while she goes shopping for a couple of hours. 
Thus, the younger the child, the more concerned will he be about 
any separation from his mother. 

The four-year-old and older is increasingly aware of the reasons 
for the parents’ separation from him. With this awareness, the 
four-year-old is capable of a sense of proportion as to the amount 
of anxiety and disturbance the separation does or does not warrant. 
A four-year-old, for instance, can begin to understand the differ- 
ence between his parents’ being forced to travel to another city 
to investigate business opportunities for several weeks, and their 
80ing without their child on a ten-day pleasure cruise to the 
Caribbean, 

You may anticipate much questioning by the child of four and 
Over about the reasons for the parents’ leaving him. The child may 
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repeatedly request reassurances from you as to whether his parents 
will return safely, or even whether they intend to abandon him. 

However, you must not be led astray by a child’s intellectual 
capabilities alone. Although children under five or six sometimes 
say that they understand the reasons for a parent’s departure, you 
may find that this is only half the story. Children often give lip 
service to the attitudes they think adults expect of them. Under- 
neath, their misgivings remain untouched by the adult reasons 
which they have bravely repeated and which they are intellectually 
incapable of understanding. 

You will frequently find that a disturbed child’s language of 
behavior contradicts his language of words. Despite his verbal 
acceptance of his parents’ departure, a child may reveal through 
frequent temper tantrums, lack of appetite, crying spells, assaultive- 
ness and destructiveness, that he has not accepted the parents’ 
separation from him at all, 


baby. I need a parent to control me.” His disobedience and destruc- 
tiveness may be the child’s way of saying, “You will be sorry if 
you don’t get my parents back right away. Only they can handle 
me.” 

You may safely assume that the older the child, the better will 
be 1s comprehension of any Separation from his parents. Where 


the chief cause of the child’s disturbed 
The child of five 
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separation. His destructiveness or disobedience may be his way of 
Setting punished for having “dissatisfied” his parents at this time. 


Persons Best Suited to Render 
First Aid 
These are the child’s parents themselves. Siblings, relatives, and 
close friends may give the parent valuable reinforcement and 
assistance, 


Goals of First Aid 


1. To help the child maintain his emotional equilibrium in the 
face of separation from one or both parents. 

2. To help the child see the separation in proper perspective, 
that is, in relation to his total, generally secure life of which this 
Separation is to constitute but a short, unavoidable interlude. 

3. To help the child realize the support and protection that will 
be available to him from close sources despite his separation from 

S parents, 

4. To help him respond with the appropriate kind and amount 
of feeling which the situation calls for. 


First Aid Methods: DON’T’S 


DON’T ridicule the child for not wanting to accept the separa- 
tion. He has been taught to want and love his parents. How can 
he now be asked to give them up, even temporarily, with neither 
a struggle nor a show of deep feeling? 

DON’T refuse to answer the child’s questions about separation 
as accurately as his genuine understanding permits you to. 

DON’T either punish or threaten to punish the child because 
he objects to the separation and shows it in unpleasant or disturbed 

havior, DON’T label his destructiveness or disobedience under 
ese conditions as evidence that he is a bad, wilful, or mean 

ild, 


First Aid Methods: DO’S 


Lay much stress upon the provisions that are being made for 
the continued safety and well-being of the child. Emphasize that 
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the absent parent is either taking good care of himself or that 
others are taking good care of him—let us say, if a parent is in a 
hospital or away in the armed services. 

Permit the child to air his feelings and thoughts on the situation. 
Only in this way may you find out precisely why a particular child 
is disturbed about a separation. Permit the child to express all 
concerns and fears, however irrational they may seem to you. Offer 
him the best explanations of the parental separation that you can, 
within the limits of his comprehension. In the event that the parent 
is separated because he is hospitalized, refute any and all miscon- 
ceptions the child may have concerning the nature and functions 
of a hospital (see chapter 4, section IV, “Hospitalization of a 
Child.”) Similarly, if a parent is called away for military service 
or business, give the child an accurate, reassuring picture of the 
probable limits of the parent’s absence, and the extent of his safety. 
Reinforce this by adopting an attitude of calm expectation that all 
will turn out well for him. Refute any notion you may discover 
in the child that the parent left him because the child did not live 
up to parental expectations. 

Throughout all this, you yourself, as First Aider, must remain 
emotionally composed and patient in front of the child. DO what 
you can to encourage other adults close to the child to maintain 
a similar composure. That may reassure the child as much as 
anything else on the score of his parent’s expected return. 


When to Obtain Professional 
Assistance 


The child should become progressively accustomed to periodic 
brief separations—such as a parent’s business trip. If a child does 
not so become accustomed, professional help and guidance should 
be sought for him. 

In situations involving more prolonged separations, as in a case 
where a parent is hospitalized or is away on military service, the 
child should begin to regain an interest in the usual activities within 
a few days after the break with the parent has been made, even 
if he has not regained his complete composure. Where the child 


does not make such an adjustment within this time-span, you should 
call in professional help. 
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Prognosis 


Brief and repeated separations from his parent need have no 
significant or lasting ill effects on the child’s personality and emo- 
tional health if his expressions of concern are properly understood 
and handled. 

Prolonged separation of parent and child, not interrupted by 
frequent renewed contacts between them, are bound to be a source 
of increasingly greater concern to the child—especially as he grows 
older and his understanding of the reasons for his not seeing or 
being with his parent becomes clearer. Where the child comes 
to realize this, and where his parent is in actual or potential danger, 
he will, of course, have cause for continued concern. Even this 
knowledge need not seriously disturb the child’s emotional develop- 
ment if you, as First Aider, have been able to give him a realistic 
Picture he can accept of all the steps and measures being taken 
to bring about the parent’s ultimate and safe return to his family. 


Workshop Example 


One day while Phyllis N., age four, is at nursery school, her 
mother learns that Phyllis’ grandmother has taken seriously ill 
during a transcontinental train trip. The grandparent has been 
Tushed to a hospital in Chicago. Mrs. N., her daughter, lives in 
New York and she must leave immediately if she is to catch a 
Plane that will enable her to get to her mother’s bedside in Chicago 
before a proposed operation takes place. 

Accordingly, Mrs. N. arranges for her husband to meet Phyllis 
upon her dismissal from nursery school that afternoon. This the 
father does, but notices at once how anxious the child is when 
She does not find her mother on the street waiting for her. Honestly 
and simply, Mr. N. tries to explain to Phyllis the reason for her 
Mother’s sudden departure. He tells Phyllis that she cannot expect 
her mother back for about two days. Despite Mr. N.’s reassurances, 
Phyllis asks him over and over again to repeat his explanations 
Of where her mother has gone and why. 

_ At supper that evening Phyllis picks at her food and eats very 
little. Her father becomes increasingly exasperated with her when, 
at bedtime, Phyllis finds numerous excuses for leaving her bed. 
She goes to the toilet several times, she asks permission to get two 
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separate drinks of water, and finally she simply goes to the window 
in order to look out. At this Mr. N. loses his temper and shouts 
at his daughter: “Phyllis, you’re acting very, very bad! Now get 
back into bed and stop all this nonsense this minute!” In response 
to her father’s shouting, Phyllis becomes frightened and apologetic. 
She climbs back into bed, hurriedly pulling the covers over her, 
and goes to sleep without making another sound. 

The following morning, however, Phyllis discovers that she has 
wet her bed during the night. The child is visibly upset at this 
enuresis and so is her father. 


Discussion Questions: 


(a) How might Phyllis be explaining her mother’s absence to 
herself? 


(b) How would you relate her possible explanations of her 
mother’s absence to Phyllis’ behavior at mealtime and bedtime? 
(c) When, despite his reassurances, Phyllis’ anxiety over her 


mother’s absence increased, what First Aid methods might her 
father have used? 


(d) To what extent might her father’s angry shouts have con- 
tributed to the return of her enuresis? 


A (e) What First Aid methods should Mr. N. follow in the morn- 
ing? 


SECTION SEVEN 


SITUATION: First Aid for the Child Who Walks in His Sleep- 
et Aid for the Child Who Walks in His Sleep: 


Behavior Patterns and the Mean- 

ing of the Situation for the Child 

Complete bewilderment when he awakens characterizes the be- 
havior of this child as a rule. He will wonder where he is and 
how he got there. Even the most familiar surroundings in his own 
home will seem unfamiliar to him for the time being. A very 
young child (under five or six) or an emotionally unstable child 
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may become panic-stricken. He may cry, scream, or strike out 
at those around him. 

He will be totally unaware of having walked in his sleep. He 
may express disbelief when he is informed of what he has done, 
or he may just go back to bed without apparent concern. He may 
show agitation at your suggestion that he return to bed. He 
may have great trouble falling asleep again. He may express a 
fear of being left alone in his room lest he walk in his sleep again. 

Sleep-walking is like dreaming in that they are both methods 
through which the child is able to express certain feelings and im- 
pulses which are “taboo” or forbidden to him during his waking 
hours. A kind of unconscious censor in every child’s mind (indeed 
in every person’s mind) prevents him from becoming aware of 
such feelings and impulses while he is awake. During sleep, the 
Stern unconscious “censor,” although still operating, is far less 
effective. Wishes, impulses, and fantasies which the “censor” 
severely screens from the individual’s consciousness during the 
day as objectionable, may gain partial expression in his mind 
during sleep. 

However, the drowsy “censor” always exacts a penalty for this 
mental gate-crashing, so to speak. He demands that no uncon- 
Scious impulse or wish be admitted into a dream or other noc- 
turnal experience, such as sleep-walking, unless it is first thoroughly 

. disguised. The purpose of this disguise mechanism is to prevent 
the individual’s conscious mind from recognizing the objection- 
able wish, impulse, or fantasy for what it really is. Thus, a girl’s 
impulse to kill her sister may take shape in a dream disguised as 
her terrible grief over her sister’s death from disease. Again, a 
Child’s wish to take revenge on his mother for a fancied wrong 
may be disguised in a dream in which his mother proudly shows 
him off before an admiring throng. 

Why a particular child should choose the method of sleep- 
Walking rather than dreaming for the expression of his forbidden 
Impulses and feelings has not yet been completely ascertained. 

Owever, this much can be said about it. Sleep-walking usually 
Tepresents a considerable undercurrent of tension within a child 
which he cannot adequately get rid of by merely pictured activity 
In dreams. 
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Sleep-walking is not, as is often thought, only the direct result 
of something that troubled a child or happened to him during the 
previous day. However, the mood of a daytime experience may 
reawaken an objectionable wish which is so well hidden in the 
child’s mind that he was unaware of it during his waking hours. 
If this wish is thus reawakened, then the “censor” may divert the 
expression of it into dreaming or sleep-walking. Such concealed 
wishes are usually vengeful, aggressive, or otherwise objectionable 
and are, therefore, unacceptable to the “censor” of the child’s 
mind, unless they are so disguised as to be unrecognizable by the 
child for what they are. 

The important thing for you as First Aider to understand is that 
this method of self-expression is beyond the child’s voluntary con- 
trol. He cannot respond to your counsel or admonition as if he 
were awake. In other words, his act of sleep-walking is beyond 
the control of the child’s conscious will. 


Persons Best Suited to Render 
First Aid 


These should be the people most familiar with the child, prefer- 
ably the parents. At a children’s camp, the First Aider should be 
the child’s own counselor, the head counselor, or the camp doctor. 


Goals of First Aid 


Your immediate goal is to alleviate any acute anxiety or be- 
wilderment exhibited by the child. The ultimate goal is to remove 
the basic tensions responsible for the somnambulism, but this is out- 
side the scope of the First Aider’s role, except insofar as you can 
assist in procuring professional help of a more sustained nature 


for the child. 
First Aid Methods: DON’T’S 


DON’T shock the child in the act of awakening him. DON’T 


slap him, pour cold water on him, or use any other startling 
method of arousing him. 


DON’T reprimand or ridicule the child for what he has done, 
once he is awake. 
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DON’T conceal his somnambulism (sleep-walking) from the 
child, and DON’T stop him from asking questions about it or 
talking about it. 


DON’T allow the child to see great emotional distress or appre- 
hension on your part. 


First Aid Methods: DO’S 


Quietly reassure the child of his physical safety. Lead him back 
to his bed as soon as possible to re-establish the normal situation 
for him as quickly as possible. Then remain with him till he is 
relaxed or asleep. 

Tell the child about his somnambulism in a calm and unhorrified 
tone. “You walked in your sleep. I guess you may have been 
dreaming.” 

If the child becomes markedly agitated about a dream or shows 
fear of his walking again when he next goes to sleep, lead him 
firmly but gently back to his bed. Remain with him until he is 
asleep again, if there is a chance of his so doing. 


When to Obtain Professional 
Assistance 


If the agitation of the somnambulist child does not go away with- 
in fifteen to forty-five minutes after you have applied the foregoing 
First Aid Methods, call in a doctor to administer a sedative. 

Every case of juvenile somnambulism should undergo a prompt 
Physical checkup after the occurrence. Should this checkup show 
that the child’s physical condition does not contribute to his som- 
Nambulist behavior, then arrange a prompt and thorough psychi- 
atric investigation of the child. (See chapter 11, “How to Obtain 

tofessional Assistance When Necessary.” ) 


Prognosis 


In cases of youthful somnambulism, the prognosis is good, pro- 
Vided the causes of sleep-walking are removed by psychiatric treat- 
ment. Sleep-walking is a result, not a cause, of the child’s emo- 
tional tension. As First Aider, you can materially help to reduce 
t e child’s suffering from disturbances following the sleep-walking 
Itself, 
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Workshop Example 


Mrs. S. is awakened at four o’clock one morning by the sound of 
her ten-year-old son Frederick’s walking in the foyer of their 
apartment. Turning on the light, the mother finds Frederick carry- 
ing his blanket bundled under his arm, partly dragging it along on 
the floor behind him. Although Frederick’s eyes are open, Mrs. S. 
realizes that the boy is sleep-walking when he does not reply to her 
queries, “Where are you going, Fred? What are you doing?” Scan- 
ning her son’s face, the mother can detect no sign of agitation or 
other emotion. 

Fred’s lack of emotion under these circumstances is particularly 
surprising to Mrs. S. because, as a rule, Fred is a very tense boy. 
He does everything with a show of nervous tension. He gets jittery 
about not getting his homework done on time; worries about its 
being wrong. He has a very limited attention-span and becomes 
restless even with occupations in which he is interested. For a long 
time now, his mother has noticed that he becomes particularly 
excited and tense before any important event in his life, such as 
going off to summer camp, returning home to school in the fall, and 
so on. 

Something about the way Frederick carries the blanket during 
his sleep-walking episode causes the following recollection to flash 
through his mother’s mind: Just before bedtime that evening, the 
boy had been excitedly discussing with his parents their plans for 
going out of town to a college football game in two days. Frederick 
had never been to a game like this before and he had been thrilled 
at the prospect. However, he has expressed worry that the weather 
might be very cold and that, unless they brought blankets with 
them, they might not be able to sit out the entire game. In her 


usual abrupt manner, Mrs. S. had scoffed at Fred’s qualms and had 
hustled him off to bed with no more ado. 


Discussion Questions: 


(a) What should Fred’s mother have done upon discovering 
that he did not hear her when she spoke to him? 


(b) Why should she not wait to see whether his somnambulism 
recurs another time before seeking professional help for him? 
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(c) Why would ridiculing Frederick for what he has done, or 
cautioning him not to do it again, be useless and possibly harmful? 

(d) His mother believed his sleep-walking expressed nothing 
more than his tension over the football game. In view of the fact 
that sleep-walking, like dreaming, represents disguised impulses, 
can you suggest what feelings, wishes, or fantasies Frederick might 
be expressing by his sleep-walking? 


SECTION EIGHT 


SITUATION: First Aid for the Child Who Has Been the Victim 
Of Nonsexual Criminal Assault.* (See also chapter 5, section V, 
and chapter 7, section IL): 


Behavior Patterns and the Mean- 
ing of the Situation for the Child 


Many factors will influence the child’s reactions to a nonsexual 
criminal assault. The severity and unexpectedness of the attack are 
important factors; so are the child’s age, his emotional maturity for 
his age, his previous self-assurance (or lack of it), his capacity for 
aggressiveness (or lack of it), the responsibility of the child’s own 
Consciously or unconsciously motivated behavior in having helped 
Provoke the attack upon himself. 

An older, hence potentially more aggressive, child will tend to 
react to an assault less with fear and anxiety than with anger and 
desire for revenge. A younger, and hence more passive, child will 
tend to react more with agitation, fear, flight, and anxiety. 

A young passive child may be seized by prolonged, uncontrol- 
lable fits of crying or screaming. He may exaggerate the extent and 


* The nonsexual type of assault on a child is usually one which the child 
himself has not provoked. The attacker is likely to be a neighborhood or 
School bully. He may be a chronic delinquent. He is more than likely a child 
or adolescent himself. The attack may range in intensity from a single slap 
or blow delivered by a single assailant, to a sustained merciless beating, per- 

aps by an entire gang. On rare occasions an irate adult will take it upon 
himself to punish someone else’s child by striking him. (See chapter 7, sec- 
tion IL) + 
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handicapping effects of his injury—or he may simply react to them 
with genuine pain. He may seem to have no localized injury at 
first, and may be seized with uncontrollable rage or fear at the 
indignity and terror visited upon him by the assault, 

Of course, children of any age will be greatly disturbed by severe 
physical injury to themselves, and especially when that injury has 
been inflicted upon them by others. 

An assault of this nature always provokes some degree of inse- 
curity in the child’s mind concerning his personal adequacy and 
strength in the world outside of his home. The experience may 
leave the child with a generally shaken sense of security about his 
ability to fend off danger in the now “unfriendly” world outside of 
his home. He may react by wanting to stay in the house all day, or 
refusing to go to school. 

Apart from the immediate shock and fear of personal injury sus- 
tained, the assault upon him is a blow to his “infantile narcissism,” 


Persons Best Suited to Render 
First Aid 


immediate physical rescue and protection of the child from his 
attackers is usually the most urgent problem. 


more than simply an unpleasant assault, 
fearful retribution for past sins, etc, 


76 


Goals of First Aid 


1. To protect the child physically from continued or further dan- 
gers of assault. 


2. To alleviate any acute anxiety and physical distress the child 
may be undergoing. 
3. To restore and maintain the child’s confidence in himself in 


the immediate future. 
First Aid Methods: DON’T’S 


DON’T reprimand or punish the child during the acute phase 
of his disturbance for any misbehavior of his that may have left 
him Open to the attack or that actually provoked it. The parent 
who has forbidden his child “to play with those big bad boys on the 
next street” may be consumed with exasperation when he is sum- 
Moned to the next street to attend his beaten and injured son. 

Owever, this is no time to berate the child with lectures to show 
him how avoidable the attack would have been, “if you’d only 
Obeyed me and stayed on your own block.” 

DON’T try to shame the child for not having been aggressive 
enough during the attack. Assume that the child is already smarting 
Under the lash of his own self-reproach for having come out the 
loser in the fray. DON’T heap your scorn upon his present humilia- 


tions or push him back into the fight.* 
* You will find a good many parents who feel that they must, at every oppor- 
tunity, instill in their children the will and courage “to fight back.” They may 

egin this when their children are only one or two years old. They will fre- 
quently use a situation in which their child has been badly beaten and left 
Without a shred of self-confidence, as the occasion for such a parental pep- 
Tally, Don’t be a party to this. His parents’ attitude is likely merely to empha- 
Size for the child his own already pitiful feelings of inadequacy at the moment. 

© this and you will merely swell the child’s helpless rage and frustration. 

f a child shows a genuine desire for revenge in a situation in which he has 

Teasonable chance of defending himself successfully against an equal, that is 
one thing, Perhaps this may be discussed with the child (usually a child of 
ziar Over) at a later date when he has recovered physically from the assault. 

©Wever, don’t be a party to any rash advice or actions which may push even 
an older child into a situation of grave danger to himself. : : i 

n certain cases, you may detect an element in the child’s behavior which 

May have, in whole or in part, provoked the assault upon himself. Such a child 
ÎS often the kind who habitually challenges older or stronger boys and is merci- 
“Ssly overwhelmed. Encourage such a child “to go back and fight” and in 
effect you have given your blessings to the pattern of self-damage which he 

aS gotten into, 
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DON’T knock or abuse the parents of the child who committed 
the assault within the victim’s hearing. This may be sorely tempting 
to you, but the child under your care will have less regard for you 
as an adult if you attack people and actions you may know nothing 
about. 


First Aid Methods: DO’S 


First reassure the child upon his personal safety and take care 
of his physical needs. If he is in further danger, remove him from, 
it or remove the cause of the danger. While administering physical 
First Aid, give him the same sympathy and warmth that you would 
bestow upon the victim of any type of physical accident. Where a 
child fearfully exaggerates his injuries, give him what calm reas- 
surance you can that they are not so serious as he believes. How- 
ever, you need not make fun of the child for his exaggerations. 
They are simply his way of expressing his deep sense of injustice at 
what has been done to him. 

Give the child the comfort and satisfaction of knowing that you 
have taken, or will soon take, steps to face his attackers with what 
they have done, to bring them to justice, and to make them restore 
any property or rights wrongfully taken from the assaulted child. 

Disapprove of the child’s attacker openly if you will. Be careful 
to avoid sounding or acting childishly abusive toward him, how- 
ever—especially if your own inner feelings are strong, perhaps 
outraged. In the child’s present upset state, you would be wise tO 
emphasize how different and controlled you, the First Aider, are 
from the one who committed violent, uncontrolled assault upon the 
child. 


Take whatever steps are necessary to try to reunite the child 
with his parents as soon as possible, 


When to Obtain Professional 

Assistance 
If the child’s anxieties about going outside last more than a few 
days to a few weeks, seek professional assistance for him. Watch 
for other symptoms of anxiety too, such as general irritability, 
nightmares, fear of going to sleep, loss of appetite. If these appear 
after the attack and persist beyond seven to ten days, seek profes- 
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sional help. Investigate such symptoms always, even when you can- 
not trace them to an apparent immediate cause. 


Prognosis 
In these cases prognosis is good insofar as the direct effects of 
such an assault are concerned. There should be no danger of last- 


ing personality damage if you promptly and carefully carry out the 
foregoing measures and precautions. 


Workshop Example 


Gerald, ten, is riding his new two-wheeler bike in the park when 
he is accosted by a gang of delinquent boys who seize his bike and 
tide off with it. In his attempt to resist this theft, Gerald gets his 
clothes torn and his face bruised. 

He returns home crying in this condition and explains to his 
mother what has happened. His mother’s first reaction is to be 
infuriated with him for having taken his bike to the park—this 
having been expressly forbidden to him because of the risk of what 
actually did happen. Gerald is banished to his room for the 
remainder of the afternoon. When his father arrives home from 
work that evening and is informed of what has occurred, he insists 
that Gerald have no supper and refuses to hear his son’s attempted 
explanations. As part of Gerald’s punishment, the father tells him 
that he is not reporting the theft to the police—although in actual 
fact he has reported it. Gerald must learn a lesson from this, the 
father declares to the mother. 


Discussion Questions: 


(a) From a First Aid point of view, what are Gerald’s principal 
needs upon his return home? How might you as First Aider have 


Met these needs? 

(b) How do these methods compare with the actions of Ger- 
ald’s parents? 
__ (c) In view of the goals of First Aid, why would the boy’s pun- 
ishment fail as a First Aid measure? 

(d) How would the father’s behavior seem to reflect his approval 
Of the actions of the delinquents? 
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(e) In the final analysis, which will be more disturbing for the 
boy, the assault of the delinquents or his father’s treatment of him 
after it? 


SECTION NINE 


SITUATION: First Aid for Children Disturbed by Fear of Ani- 
mals, Lightning, Darkness, Fire, or Other Natural Phenomena. 
— natural Phenomena. 


Behavior Patterns and the Mean- 
ing of the Situation for the Child 


Children can seem most capricious when it comes to the “forces 
of nature.” Those things which adults have long since come to 
accept (or depend upon for their very existence) may be rejected 
as fearsome by children. They may see nothing at all natural or 
beneficial about lightning, thunder, snow, or darkness. They may 
teact to dogs or cats, insects, birds, or livestock as if they were 
man’s mortal enemies instead of symbols of his friendly and nec- 
essary ties with the animal kingdom. 

You may notice that the child may appear entirely illogical in 
his selection of what terrifies him. He may act relaxed and happy 
playing with dogs, but Tun clinging and tearful to his mother 
should a cat enter upon the scene. He may adore elephants, tigers, 
or bears in the 200, but be disturbed by the sight of a pigeon on the 
path 50 feet away. 

An infant or toddler up to the age of two or three may be quite 
violent in his reaction to an animal or a natural phenomenon. 
Vomiting is a common reaction; so is crying, general restlessness, 
or clinging to mother. 

The somewhat older child (anywhere up to nine, or even ten) 
who is affected by one of these terrors may put on a brave show of 
control, but this may wear thin if he sees no escape from his “neme- 
sis,” and he may be unable to Prevent himself from going into an 
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feared pet is to be encountered. His excuses may be as ingenious 
as they are insincere. A less resourceful or controlled child may 
show his fear by crying outright, developing insomnia, clinging 
helplessly to his parent or some other protective adult. 

You will do well to bear in mind that the child understands 
his fears no better than you do. He finds them no more rea- 
Sonable than you do; in fact his appreciation of this fact may 
add to his distress. 

Among primitive tribes, natural phenomena are ascribed to the 
will (malicious or otherwise) of an individual personality. Primi- 
tives still account for the forces of nature in terms of local gods or 
Spirits who are wont to take sides either in favor or disfavor of 
individual humans. 

From the ancient Egyptians and Greeks down to present-day 
aborigines in South America or Australia, animals too are thought 
to be representatives of gods or spirits; the sun, the moon, the wind, 
the lightning and thunder may be taken as manifestations or instru- 
ments of supernatural beings who frequently assume the forms of 
animals, Almost all these spirits are thought to be capable of 
wreaking swift and terrible vengeance upon humans if they are dis- 
Pleased, 

The child may account for the dangers in nature in a fashion 
&teatly resembling the thinking of primitive tribes. For the child, 
these “natural” dangers are extensions of imaginary dangers to him- 
Self from other human beings. 

How does he arrive at this “unreasonable” attitude? “After all,” 
you may say, “the child sees that his parents and friends are always 
doing things for his own good to make him happy.” The answer is: 
Yes, the child can see this—and it is this very realization that may 
force him to transfer his fears from his obviously kind parents or 
family to the outwardly terrifying dangers of nature: the darkness, 

e water, the lightning, animals, birds, insects, etc. 

You may be puzzled as to why a child who is brought up in an 
atmosphere of love and kindness should have such fears at all. The 
answer is an interesting one. ' 

Every child must learn in the process of growing up to restrain 
Certain pleasurable or aggressive impulses toward the adults 
around him. During the first few years of his life, his ears are filled 
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with admonitions like: “Mustn’t bite;” “No, no. Take that out of 
your mouth;” “Mustn’t kick;” “No hitting,” etc. In addition, even 
before he can understand language, the frustrations of the helpless 
infant are many. He cannot turn himself over; he cannot change 
his diaper if it is wet; he cannot have breast or bottle exactly when 
he wants. Now the child and infant alike inwardly blame all these 
frustrations upon some source outside themselves—usually their 
parents or other adults around them. Yet even an infant soon learns 
to curb some of his show of aggressive resentment toward the “out- 
wardly loving” adult world. In some cases, the child somehow 
resigns himself to repressing this resentment; in other cases, he 
does not—and fear of reprisals for it from adults develops within 
him as a result. 

At this point the child’s awareness of the kindness of the adults 
close to him may force him to maneuver his fears in a deceptive 
manner. The child sees that, although the adults in his life are 
filled with good will toward him, the world in which he and these 
adults live may not be. In redirecting his fears of reprisals toward 
the impersonal forces of nature, the child may find an apparent 
justification for his fears in reality. Dogs and cats have, after all, 
been known to harm people. Thunder and lightning are, actually, 
capable of inflicting damage. An ocean, lake, or any body of water 
has the power to drown a human being, etc. Darkness is the rendez- 
vous of mysterious evil creatures, 

Instead of giving up his fears entirely as unjustified, the child 
may sometimes shift them to an unidentifiable “they” or “it” in 
nature which causes terrible things to happen, and against which 
the child feels helpless to protect himself. 

A child’s behavior under the influence of one of these fears is 
much like his behavior in any frightening situation. Vomiting i 
one way a young child (up to three years of age) shows general 
anxiety and discomfort. Hiding, crying, or clinging to his parents 
follow along the same lines. 


Person Best Suited to Render 

First Aid 
This is unquestionably either of the child’s parents. No special 
qualifications are demanded of another adult who wishes to fill this 
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role except that he be someone with patience in whom the child has 
confidence. 


Goals of First Aid 


1. No matter how far-fetched or unreasonable the child’s fears 
may seem to you as First Aider, your aim will be to make the child 
feel you will protect him unflinchingly from this real or imaginary 
danger. 


2. Part of this goal is to help the child feel that his parents still 
respect him as an individual regardless of his fears. 

3. Perhaps only secondarily will you be concerned with pre- 
venting the fears themselves from becoming worse (since, as we 
have said, the true basis for these fears lies not in their reality at 
all, but in the child’s fears of reprisals from adults who are repre- 
sented symbolically as “forces of nature,” etc.) 


First Aid Methods: DON’T’S 


DON’T force a child to remain alone and without comfort in the 
acute stages of his fear. Remembering the bases for his fear, you 
should realize that your physical presence and moral support will 
do far more to calm him than anything else. Pushing him boldly 
forward to meet the danger may only confirm him in his inner 
belief that adults want him to suffer as a “reprisal” for his imagi- 
nary sins, 

For the same reason, DON’T force the child into a fear-produc- 
ing situation beyond which he is able and willing to go with you as 
his protector. Sitting with a child who fears the dark until he falls 
asleep or walking out into the water with a child who fears the 
lake may make you feel you are “spoiling a child.” To the 
Child, however, your “indulgence” may have a totally different 
Meaning. He may be impressed by the fact that you are calmly 
Subjecting yourself to the same “danger” which he has felt to be 
Intolerable. The danger, therefore, may become appreciably dim- 
Inished in his eyes. 

There are a number of other DON’T’S which, as a well-informed 
First Aider, you will want to bear in mind also, DON’T ridicule the 


83 


child or scold him for his fears. If you do, you will be unable to 
convince him you have any serious regard for him. (The child may 
simply interpret this as a device of yours to force him into danger. ) 
DON’T compare him unfavorably to other children. Humiliating 
him will do nothing to help him recognize the true origins of his 
displaced fears. DON’T exaggerate the importance of his fears, or 
frighten him with thoughts that this fear will never disappear and 
hence that he will never mature properly into healthy adulthood. 
Always leave the door wide open for the elastic shifting of his fears 
to less important situations, or their sudden disappearance alto- 
gether. By the same token, DON’T threaten that if he doesn’t get 
over his fears, his parents will abandon him, disown him, or exclude 
him entirely from desired activities. In fact you would do well not 
to bring up the fear-producing situation at all after it has passed, 
unless the child himself broaches it spontaneously. 


First Aid Methods: DO’S 


Without belaboring the point, coolly discuss the reality factors 
in a child’s fears, Try, as objectively as you can, to provide the 
child with an understanding of the actual nature of the fear-pro- 
ducing situation. You should do this briefly and without overem- 
phasis upon the “reasoning” involved, 

If the child insists that 
with him on whatever poi 
fears need not continue i 


as he feels he must have a grownup by his side. t 

Distract the child, if you can, by taking up his attention with his 
real relationships with his parents, his brothers and sisters, or any 
close relationships that may be secure. In this way you may, with- 
Out saying so, refute the child’s symbolic fear of animals, lightning, 
etc., by dwelling upon the Security of the relationships these sym- 
bols represent, 

If a child verbalizes his fears and associated fantasies, permit him 
at all times to speak freely about them. Permit him to refer, as 
often as he likes, to the Particular “force of nature” that disturbs 
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him. You may answer his questions as simply and accurately as his 
understanding will allow. 


When to Obtain Professional 
Assistance 


One or two such fears is so common among toddlers that their 
Presence rarely indicates calling for professional assistance. How- 
ever, should you find that as a child reaches three or four years of 
age, he becomes fearful in many different situations and that these 
fears continue to be strong even where his capacity for understand- 
ing has been increasing, then you should make an effort to get pro- 
fessional guidance for him. This would also be indicated if you dis- 
covered that a child’s fear persisted with steadily growing strength 
amounting to panic for two or three months, or where you 
observed that it was part of a consistent pattern of numerous and 
Shifting fears from one “force of nature” to others. You should 
follow this course of action with a child of any age. 


Prognosis 


One of the most important effects of properly handling a child in 
this situation is that his relationships with his parents will remain 
healthy, The child will come out of the situation still respected by 
his parents, and they by him. His personality development will 
Continue that much more smoothly. 

Improper handling or failure to seek professional assistance 
where necessary may result in the child’s falling short of the best 
Telationships possible with his parents. Whatever damage results to 
the Organization of a child’s behavior will, by that much, impair 
his development as a healthy, self-assured, self-reliant personality. 


Workshop Example No. 1 


Cathy M., a bright child of four and a half, has for several days 
evinced a fear that a wolf may come into her bedroom. The fear 
apparently was stimulated by a cartoon home movie with a wolf in 
It, Which Cathy saw at a birthday party of a little friend. In the pic- 
ture the wolf ate up a family of goats referred to in the movie as 
‘Kids,” but they were rescued “whole” from the wolf’s stomach. 

hat evening Cathy demanded repeated assurances from her mother 
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that no wolf lived in a big city except in the zoo, and that none 
could possibly escape and come in through their apartment-house 
window. Her mother pointed out that not even dogs and cats (whom 
Cathy adores) could come into their house, although a number of 
them were left out in the street overnight. Despite these reassut- 
ances, Cathy woke that night from a nightmare and asked her 
mother to bring her into her parents’ bed until morning. Her par- 
ents complied with this request, and the next few evenings it was 
repeated. Cathy showed great agitation at having to sleep alone 1n 
her room for fear of “the wolf coming in through the window.” 

Cathy’s parents are both devoted to her. They sympathize with 
the child’s fears but feel they would be doing wrong to allow the 
child to get into such habits as sleeping in their room. When 
refused this request on the third night, Cathy screams and begs her 
parents at least to leave the light on in her bedroom, and for one of 
them to sit with her until she falls asleep. This they do reluctantly. 
Realistic reassurances about city wolves being safely penned up in 
the zoo are by this time of no help to Cathy. Her parents are upset 
at the prospect of having to sit with Cathy and leave a light on in 
her bedroom for an indefinite period of time. 


Discussion Questions: 


(a) What might be the underlying meaning of Cathy’s feat of 
a wolf who “eats up little kids like in the picture?” 


(b) Why would making fun of Cathy’s fear or attempting tO 
shame her out of it be the wrong course of action with her? 


(c) Did Cathy’s parents do the right thing in allowing her to 
spend several nights in their bed? If so, how long should they con- 


tinue this practice before attempting to get Cathy back into her ow? 
toom? 


(d) Why mightn’t Cathy’s parents be harming or spoiling her 
if they continued to sit with her and leave the light on in her bed- 
room? 


(e) Which of the following “practical demonstrations to COD” 
vince Cathy that her fears are groundless” might have some value 
and why: 1. pointing out to Cathy that her younger brother in the 
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next room has no fear of the wolf; 2. forcing Cathy to visit the 
wolf’s cage in the zoo to show her he is still locked in; 3. buying 


_ her a dog (which she would like) to sleep in her room and protect 


her in case of an intruder; 4. putting up a small light on the wall 
next to her bed which she can turn on or off at will. 

(f) How long after her fears first appeared would you consider 
professional assistance was indicated? 


Workshop Example No. 2 


Tommy E. is just five. His parents have rented a summer house 
at a beach resort, but on the first day there, Tommy showed himself 
terribly afraid of the water. His first time on the beach Tommy 
began clinging to his mother, cried loudly when she went in for a 
swim, and pleaded with her to take him home when she came out. 
He persisted in this whining and clinging behavior for the rest of 
the day. When a neighbor jokingly threatened to pick him up and 
throw him into the water “to let him see what fun it was,” Tommy 
began running away in the direction of the boardwalk. He was 
quieted only after many minutes during which his mother reassured 
him that they would not make him go into the water. 

Tommy’s behavior has continued for nearly two weeks. He 
has balked at every visit of his family to the beach—twice pleading 
that he felt sick to his stomach and couldn’t go. The first time this 
happened his mother gave in and stayed home with him. The sec- 
ond time she insisted that he go. Tommy was fairly well controlled 
until his father insisted that he get into bathing trunks even though 
he did not go near the water. Then Tommy began whining and 
clinging to his mother as on previous occasions. 


Discussion Questions: 

(a) What effect might the old-fashioned treatment have upon 
Tommy—i.e., of picking him up and throwing him into the water 
to “cure him”? 

(b) What might Tommy’s father have accomplished if he had 
consented to let him stay on the beach fully dressed in his clothes? 

x (c) If a friend suggested taking Tommy for a boat ride to get 
him used to being near the water, would this be worth trying with 
him? If so, why? 
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(d) What methods can you suggest whereby you, as First Aider, 
could reassure Tommy of your desire to protect him and comfort 
him? 

(e) At what point, if his disturbance continues, would you seek 
professional guidance for him? 


SECTION TEN 


SITUATION: First Aid for the Child Disturbed by the Reappear- 
ance of Enuresis (Wetting) or Fecal Soiling (Poor Bowel Control) 
after Full Control Has Once Been Established for Many Months or 
Longer. This Includes Loss of Control during the Day as Well as 
at Night. 


Behavior Patterns and the Mean- 
ing of the Situation for the Child 


Only rarely will you observe a child over six years of age losing 
control of bladder or bowels once full control has finally been 
established for a year or more.* When you do come across this, you 
may regard it as a significant clue to some serious, possibly unsus- 
pected, emotional disturbance within the child. 

Among children under six, the reappearance of enuresis or fecal 
soiling is not so uncommon. Even then, you will find that reappear- 
ance of this loss of control almost always occurs hand in hand with 
other behavior disorders. These accompanying disorders are many- 
Their intensity may run from mild to severe. You will find such 
disorders coming singly or in almost every conceivable combina- 
tion. The child may be irritable, disobedient, assaultive, destructive, 
or passive and incapable of aggression. He may be subject to nerv- 
ous tics, nightmares, obstinate food fads. His daily life may be 
characterized by poor social relationships with adults and other 
children, or by clinging dependence on his mother. 

e You will note that we do not discuss here the problems of chronic enuretics 
or children who have never gained full control over their intestinal excretory 


functions. Since these are chronic problems, we do not consider them among 


the emergency situations where the First Aider for mental health would feel 
called into service. 
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Just as great a variety exists in the way individual children react 
to the recurring loss of control itself. One child may behave as 
though completely apathetic or indifferent to the debility. Another 
child may be consumed with shame; while yet another may devote 
a large part of his daily energy to worrying about when he is going 
to regain control, why the thing has happened to him, and how he 
may avoid the next repetition of it. 

This does not apply to the very young child who has not yet 
established bladder or bowel control. Full control of the sphincters 
(the muscles controlling the bladder and bowel exits) may not be 
established in a child until about the age of three, and until that 
time there may be several unimportant fluctuations in his control. 

In the case of the child who loses full control many months or 
years after it has been well established, you may look for some real 
event in his life which has contributed to the situation. If you are 
On the alert, you will frequently discover that some change in the 
child’s environment has recently taken place. Perhaps he has 
acquired a new brother or sister (see chapter 4, section XI, “Birth 
of a Sibling”), he has moved to a new home, has entered a new 
School, has been disturbed over serious parental illness, or has been 
Separated from one or both of his parents, etc.* 

What does this situation mean for the child? Even where he 
Pretends indifference to it, the child feels his loss of control as a 
Corresponding loss of self-sufficiency. The bed-wetter, for instance, 
Is in effect calling back the adult to help him with his sphincter 
training, His bed-wetting represents his feeling of helplessness in 
Coping with another situation such as is mentioned above. This 
child has thereby yielded a large area of his hard-won indepen- 
dence, His disorder reveals how strongly he feels about the other 
Situation, although he is often without conscious realization that it 
means so much to him. 

Without being able to express it directly in thoughts or words, 


* There have been many studies on the effects of evacuating children from 
Mbed cities in England during World War II. These studies disagree on 
Many of their conclusions. Nearly all of them agree, however, that the out- 
Standing effect of separating children from their parents was the wholesale 
Teappearance of enuresis. See Psychoanalytic Study of the Child, vol. 1, p. 
89, “Evacuation of Children in Wartime. A Survey of the Literature with 
Bibliography.” New York, Int. Univ. Press, 1945. 
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the child may believe that this phenomenon has been visited upon 
him as a disgrace or punishment for masturbation. In fact, he may 
believe that other rebellious or disobedient feelings, about which 
he feels guilty, have resulted in this damage or punishment to 
himself. (See chapter 5, section IV, “Fear or Threats That Mas- 
turbation Is Dangerous or Wrong” and chapter 5, section III, 
“Nocturnal Seminal Emissions.”) No matter what the child him- 
self believes, recurrent loss of bladder or bowel control indicates 
that the child is having difficulty handling his inner emotional 
tensions by himself. 

You should not lightly pass off this behavior disturbance as “a 
mere attention-getting device.” This has lately become a popular 
but misleading way of accounting for a number of such disorders 
in children. Besides its being superficial and inadequate, such an 
explanation would be overlooking one of the prime criteria for 
judging the degree of a child’s mental health: to wit, that the 
amount of self-damage his adaptive behavior brings to him is 
minimal in the emotionally healthy and mature child of any age. 

Were a child’s chief motives “attention-getting” in the sense in 
which it is so commonly used, the child would choose a method 
that was at once pleasurable and profitable for himself. Upon 
close scrutiny, you may readily observe that the child afflicted with 
recurring loss of sphincter control is inwardly deeply disturbed. 
Certainly the behavior pattern is not profitable for his personality 
development—for it sets him back a number of years or months in 
the eyes of everyone, including himself. His parents are fre- 
quently furious at him or, if not, they are deeply upset. The 
element of self-damage in this pattern should, therefore, make you 
swiftly rule out “mere attention-getting” as the explanation of 
this behavior. 

In its simplest terms, loss of bladder or bowel control repre- 
sents a child’s unconscious attempt to return to the greater security 
which he associates with the earlier stages of his life when he was 
an infant. This urge, which is always operating within the child— 
but with diminishing intensity—probably receives powerful rein- 
forcement from unpleasant changes in his external environment. 
Thus a child’s urges to go back to infantile behavior are rein- 
forced by “real” homesickness for the “old days,” when he moves 
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to a new home, enters a new school, is separated from his 
parents, etc. 

In “going backwards” like this, the child gives up such im- 
portant advantages to growth that you may conclude that the 
motives within him causing this movement backward may be deep 
and urgent. Actually, a fuller and deeper explanation of this com- 
Plicated phenomenon would take you deep into a study of the 
knowledge necessary for long-term management of a child’s dis- 
turbance. That would be quite beyond the scope of First Aid for 
mental health. 

Persons Best Suited to Render 
First Aid 


The old-fashioned and rather punitive ideas on the subject of 
bowel and bladder training still have many adherents. Perhaps 
because of the severity of their own training, some adults are 
likely to be sterner with the child “who loses control” than with 
almost any other child, except perhaps “the delinquent.” There- 
fore, the adults who would qualify as First Aiders in this situation 
Must have genuine patience and enlightenment, and a satisfactory 
understanding of what mental health is. 

Under the best of conditions, a child’s parent, family doctor, or 
Pediatrician would be the preferred First Aider. However, even 
Physicians sometimes express stern, quasi-punitive attitudes toward 
the child who loses bladder or bowel control. Some physicians 
have been known, for example, to recommend mechanical devices 
which abruptly awaken a bed-wetter with lights and bells at the 
first drop of urine upon the bedclothes. Devices such as this 
often result in the cessation of bed-wetting, but such recommenda- 
tions show that the adult is preoccupied with the annoying symp- 
tom rather than with the disturbance that causes it. The successful 
First Aider, on the other hand, is one who is willing to consider 
the welfare of the child’s total personality, rather than just one 
behavior-pattern of it. 

Goals of First Aid 


1. To reassure the child that his parents will continue to love 
and respect him in spite of his disturbed (and disturbing) be- 
havior. 


91 


t 
2. To convince the child that his loss of control need not be 
permanent. 


3. To help determine the circumstances responsible for this dis- 
order and to furnish for the child such assistance as will help him 
overcome his disturbance. 


First Aid Methods: DON’T’S 


Although it may take a great deal of self-control on your part, 
DON’T yield to the temptation to punish, reprimand, or ridicule 
the child who loses bladder or bowel control. No matter how 
indifferent the child may act toward his behavior, you may rest 
assured it has disturbed him. Keep in mind the fact that his loss 
of control is in itself a symptom of a disturbance. You will not 
help him by disturbing him further, 

Try to avoid extremes in your own manner toward the child. 
DON’T ‘show your own great agitation by insisting that the child 
regain sphincter controls at once—or else. DON’T keep remind- 
ing the child about each recent episode in which he has lost 
control. 

On the other hand, DON’T pretend indifference or com- 


placence about the situation as if everything will come out all _ 
right by itself, 


First Aid Methods: DO’S 


If the child confides to you his bewilderment at his loss of con- 
trol, you may indicate your real interest and concern over what 
has happened to him. Above all, try to make the child feel, 
through your words and actions, that his loss of control will in 
no way spoil his relationship with you and the other adults who 
mean something in his life. Put him at rest about his inevitable 
worry that his behavior will make you love him and accept him 
any the less. This will help to contradict the child’s notion that 
his loss of control has been visited upon him as a punishment 
for masturbation or some form of disobedience. 

You may assume that his behavior has also set up in the child’s 
mind some concern over his physical well-being. You should re- 
assure the child upon this at once. In any case, although this par- 
ticular situation rarely stems from physical causes, you should 
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secure a thorough medical examination for the child. With this to 
strengthen you in your conviction, you may more readily give 
the child the assurance that there is nothing wrong with him 
physically and that he will continue to grow and mature just 
as all healthy children do, despite his current loss of control. 

Not the least of your services as First Aider should be to make 
a mental note of real changes in the child’s environment—such as 
his moving to a new home, the illness of his parent, etc., which may 
have occurred prior to his loss of control. This will be valuable 
information for you for your own guidance or to offer to a guidance 
clinic or child psychiatrist, should the child’s disturbance warrant 
your getting such additional help. 


When to Obtain Professional 
Assistance 


The key questions for you to answer here are: “Has the child’s 
recurring loss of bladder or bowel control been accompanied by 
other signs of emotional tension? Is the child unduly irritable, 
assaultive, destructive, etc.? Do his known environmental circum- 
stances seem inadequate to account for it?” (See p. 88, “Behavior 
Patterns.”) 

If the answer is in the affirmative, you should seek professional 
assistance for this child promptly. 

Even where this child’s disorder does not have any obvious com- 
panion symptoms, there are some situations in which you should 
seek professional help for him. If, for example, the child has had 
full control uninterruptedly for six months or more before his set- 
back, you should follow the course of his new disturbance care- 
fully. If the loss of control continues, do not wait more than one 
or two weeks after the disorder has reappeared before seeking 
assistance for him from your physician, a psychiatrist, a child 
guidance clinic, or a family service agency. 

Prognosis 

In preschool children (two to four) who suffer “setbacks,” the 
Outlook for their spontaneous re-establishment of full control by 


themselves is highly favorable. This is particularly true of a child 
who has been emotionally stable prior to some obviously pre- 


93 


cipitating event such as illness of or separation from his parents. 
Some other factors which will weight the outlook in the child’s 
favor are: his ability to relate his tensions and feelings to others 
and his freedom from other behavior disorders in addition to the 
loss of control. Naturally, your intelligent handling of the immedi- 
ate situation and your promptness in securing professional assist- 
ance for the child where indicated will also help prevent the 
aggravation of tension and conflict within him. 


Workshop Example No. 1 


Two months after Ronny Y.’s family moved to a new home, 
Ronny’s mother was called away to her dying mother’s bedside 
in a distant city. During his mother’s absence, Ronny, who is six, 
showed no unusual signs of disturbance. He spoke of his mother 
in a natural way, wishing her back with moderate intensity. Out- 
wardly, he adjusted himself to being cared for by his paternal 
grandmother and his father. 

About a week after his mother returned from her visit, Ronny 
awoke one night and called his mother into his room in great shame 
and consternation. He had wet his bed for the first time since he 
was three-and-a-half years old. Ronny was greatly disturbed by 
this. He could not understand how it happened. He was worried 
over its recurrence the next night and begged his mother to wake 
him up to go to the bathroom before his mother retired for the 
night. He likewise showed anxiety about visiting overnight at a 
friend’s house because he anticipated his shame if his “weak 
bladder” was discovered. In passing, he asked if it was possible 
that he had “sprung a leak somewhere.” 

The following morning, despite the fact that his parents woke 
him before they went to bed, Ronny again suffered loss of con- 
trol in his sleep just before awaking. The repetition disturbed him 
more than ever. He repeated his request that his parents wake him 
during the night. This night, however, he conceived the idea of 
putting underdrawers on beneath his pajamas so as to warn himself 
of his loss of control before he soaked the bedclothes. He asked 
his parents’ permission to do this—and got it. The next morning 
the bed was dry—although the underdrawers were slightly damp- 

Ronny’s parents were sympathetic throughout these incidents, 
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but, naturally, they were upset. If you talked to them about 
Ronny, you might learn that Ronny is a rather retiring, shy child 
who likes to tell stories by the hour. He makes a few good friends 
but will not go out of his way to do so. Usually he is content 
after school to sit home and draw, read (which he has learned to 
do by himself), or act out imaginary plays which he makes up 
by the yard. 

One of his few disturbing experiences occurred a few weeks 
after his family moved to their new home. Ronny had agreed to 
spend the day and night at the house of his friend, Paul G. But 
along about midnight, Ronny’s mother received a phone call from 
Paul’s mother. Ronny was awake and quite beside himself with 
anxiety at being away from home. Paul’s mother advised that 
Ronny’s parents call for him despite the late hour and bring him 
home. This they did promptly. Ronny was quite his old self as 
soon as his parents arrived—though perhaps he was somewhat 
ashamed to face his father. 


Discussion Questions: 

(a) What connection is there between Ronny’s loss of control 
and his mother’s absence? 

(b) Why would you (or would you not) have given in to 
Ronny’s request to be awakened in the middle of the night? To 
be allowed to wear drawers under his pajamas? 

(c) What might Ronny’s anxiety about a repetition of his loss 
of control at his friend’s house tell you about the deeper meaning 
of the disorder for him? 

_(d) Why would you not punish, scold, or ridicule Ronny for 
his loss of control? What effect would such sternness probably 
have upon him? 

(e) What is possibly behind Ronny’s fantasy that he has “sprung 
a leak somewhere”? How could you reassure him that he suffers 
from no physical damage? 

(£) If his enuresis continued, how long would you wait before 
you sought professional assistance for him? 
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Workshop Example No. 2 


Dorothy L., nearly four, has recently had a new sister, Ann. 
When the baby is brought home from the hospital, Dorothy shows 
little interest in it. Her mother cannot get her to watch or par- 
ticipate in the care of the child. One day while her mother is diaper- 
ing Ann, Dorothy wets herself. She does not cry or call her 
mother’s attention to this, but goes right on playing with her dolls 
as if nothing has happened. Her mother is quite surprised at this 
since Dorothy has had full control since she was three. When 
questioned, Dorothy says quite earnestly, “Put the diaper on me 
too now.” This her mother does, remarking quite sharply, “All 
right, so I have two babies now.” An hour or two later, the inci- 
dent is repeated and again the mother diapers the child and repeats 
her comment that she has two babies, 


Discussion Questions: 


(a) What is Dorothy’s language of behavior trying to express? 
(b) Why was her mother wrong to diaper Dorothy? 
(c) What DON’T of First Aid was Dorothy’s mother ignoring? 


(d) If Dorothy is properly handled, what is the outlook for her 
re-establishment of full control? What would constitute proper 
handling? 


SECTION ELEVEN 


SITUATION: First Aid for the Child Disturbed by the Birth of a 
Sibling (Brother or Sister). 
ee eee 


Behavior Patterns and the Mean- 

ing of the Situation for the Child 

According to the popular view, a young child under five does 
not feel the arrival of a new brother or sister as keenly as a child 
above this age. Presumably this opinion is based upon the supposi- 
tion that because a very young child does not express himself as 
clearly on the subject, he therefore does not notice the new chal- 
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lenge to his position in the family nor feel it as deeply as an older 
child would. 

You would be in error to agree with this popular view. To the 
trained eye, children under five or six may be more concerned 
Over possible problems arising from the birth of a sibling than 
children beyond this age. For by the time a healthy child has 
passed this critical period in his life, his basic security with his 
parents has been fully established. If he is emotionally mature for 
his age, he is likely to adjust himself to a new addition in the 
family more quickly than a younger child. 

Since even a child who does not appear to be very observant 
may become aware of the situation while his mother is still preg- 
nant, you may have to reckon on some behavior patterns showing 
so early in the situation. Here is where intelligent preparation of 
the child for this event may improve matters. (See chapter 5, sec- 
tion I, “Learning about Conception, Pregnancy, and Sexual Func- 
tion.”) 

At this point the child may experience a pervading sense of 
resentment against his family for introducing a newcomer to the 
Scene. Even before he is born, the new infant may have become a 
threat to the older child’s position. “Why do they need someone 
else, if they love me?” the older child may ask himself, though this 
thought may be formed incoherently as a feeling rather than ex- 
Pressed in words. 

The first concrete evidences that the child has of his impending 
sibling may be the appearance in the household of new furniture 
either for himself or for the baby. Moving an adult-sized bed into 
his room may seem to please the child, if he is told that he has 
become too grown-up for his own crib, which is now to be used 
by little brother or sister. However, when his mother goes to the 
hospital to have the baby, the child may feel the separation keenly. 
He may resent his mother’s apparent desertion of him and he may 
be bewildered at the fact that he cannot visit his mother at the 
hospital. The child may regard this particular deprivation as a 
Completely uncalled-for punishment for him. 

His resentment at this separation may come to the surface in 
his behavior merely as a general restlessness. If you watch him 
Closely, you may discover an air of excitement about his move- 
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ments. He may attempt to work this off by evincing great curiosity 
about the origin of the infant, the details of his delivery, and 
finally about the baby’s appearance. 

Before the new sibling has been brought home, as well as after- 
ward, the child may send out to you storm warnings of his feelings. 
He may utter dire threats to destroy the infant, his mother, or even 
himself. These threats toward baby (or mother) may be nothing 
short of chopping him up into pieces, burying him alive, smother- 
ing him under blankets, shooting his head off, etc. Although most 
of this will be contained within the realm of fantasy, you may 
not count upon this one hundred percent. There have been times 
when an older child has attempted to do bodily harm to the new 
sibling. The authors recall one instance in which a mother dis- 
covered her older boy of three-and-a-half forcefully throwing 
wooden blocks and toy metal trains at his infant brother who lay 
in his crib. “What are you doing, D.: 2” the mother screamed 
in consternation. “I’m giving E—— all my toys to play with,” 
D defended himself stoutly. 

Utterances and play-acting in games may not give sufficient vent 
to a child’s feelings when he is presented with a new sibling. He 
may be assailed by crying spells. He may lose his appetite to the 
extent of a hunger strike. He may revert to enuresis. (See chapter 
4, section X, “Reappearance of Enuresis or Fecal Soiling.”) He 
may suffer temper tantrums in which he hurts himself as well as 
others. He may experience nightmares and insomnia. If the child 
is already going to school, the quality of his work there may suffer 
radically, and he may show a reluctance to go to school that ap- 
proaches actual refusal. (See chapter 6, “Delinquent Behavior,” 
section II, “Truancy.”) 

Unless you are on the alert, you may easily be misled by the 
way a child behaves toward his mother when she arrives home 
from the hospital. Sometimes a disturbed child will show his re- 
sentment by refusing either to have anything to do with his mother 
or to look at the new sibling. Another child who is equally dis- 
turbed may, however, welcome his mother with a boundless show 
of joy. This same deceptive quality may be true of a child’s out- 
ward reception of the new infant. A child may dutifully echo what 
is expected of him, saying sweetly that he wants a new playmate 
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and that he wants to take part in caring for the new infant. As 
First Aider, you will not be so naive as always to take such state- 
ments of good intentions at their face value. 

You might compare the child’s feelings in this situation to that 
of a young man who has a parlor date with a young lady whom he 
likes very much. He has been there an hour or so, let us say, when 
unexpectedly the doorbell rings and another young man, a stranger 
to the first, walks in, is welcomed by the young lady, and sits 
down on the sofa on the other side of her. Now, the young lady’s 
explanations to the first young man may be profuse, even reason- 
able. She may explain that the newcomer is an old friend of the 
family who is just passing through town on his way to another city. 
She may explain that she invited him over because she felt that 
the two men would have a great deal in common—perhaps mutu- 
ally profitable to their businesses or professions. No matter what 
the excuses, or how convincing, there may lurk in the mind of 
the girl’s original date the doubt, “Why did she need him—if she 
was really happy alone with me?” ; 

Something like this doubt probably always exists in the mind 
of the child whose mother presents him with a new sibling. One 
of the big hurdles the child has to overcome, therefore, is the 
question of whether his mother continues to love him now that 
she has the younger child. Prepare the child as they may in ad- 
vance of the new arrival, the parents cannot always eradicate 
every vestige of this doubt. The older child, even up to the age of 
Six or seven, may express amazement that the infant does not have 
teeth or hair, isn’t able to walk or talk or do the things the older 
child can do. For the older child expected a full-fledged “rival.” 
It is as if the older child were saying to his mother, “What does he 
have that J haven’t got?” ie 

In special cases (see chapter 4, section IV, “Hospitalization” ), 
the child may be additionally disturbed by notions that his mother 
is being cut up or mutilated in the hospital. Naturally, then, he may 
be fearful that she may never return to him. Other highly indi- 
vidual reactions may appear in a child who has previously enter- 
tained a distorted notion of how women become pregnant, give 
birth to babies, etc. (See chapter 5, section I, “Learning about 
Conception, Pregnancy, and Sexual Function.”) 
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Where the new infant is stillborn or dies in the hospital, the 
older child may be completely bewildered. He may suffer acute, 
though unexpressed, feelings of guilt for his destructive urges 
toward the sibling who has died. 

The more extreme behavior patterns here, as in other situations 
dealt with, express symbolically the child’s wish to return to earlier 
stages of security when he was an infant “alone” with his mother 
and father. Hence his crying, enuresis, temper tantrums, and other 
infantile patterns. 


Persons Best Suited to Render 
First Aid 
While the mother is in the maternity hospital, her place in the 
ordinary household is taken by the father. The father is usually @ 
good First Aider, but an emotionally mature, well-informed grand- 
parent, aunt, uncle, or friend of the family may be equally as 
good, and, in some circumstances, better for the part. The crux of 
the situation lies in whether the adult already has a warm, sound 
relationship with the child. 


Goals of First Aid 


1. By helping the child feel that his own position in the eyes 
of his parents or in his home is not seriously threatened by the 
new sibling, First Aid aims to restore and maintain emotional 
stability, i.e., to bring the child’s fear, anxiety, and hostility under 
control. In other words, as First Aider, you will help the child to 
live successfully with his fears and aggression. 


2. A less urgent or immediate goal is to reduce the size of 
emotional obstacles that would otherwise make it difficult or im- 
possible for the child to have a healthy relationship with his new 
baby brother or sister. 


First Aid Methods: DON’T’S 


DON’T use ridicule, scoldings, threats, or punishment as yout 
means of trying to force the child to accept the new baby. You 
will not abolish the child’s fears or resentments with these meth- 
ods; you may merely drive them underground. They might subse- 
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quently emerge as aggravated nervous reactions which you would 
then not be able to reach easily. 

Some parents use indirect ridicule in this fashion, comparing 
the older child’s behavior unfavorably with that of the “good” new 
baby.* This technique is as inadvisable as it is ineffective. An 
unfavorable comparison of this kind may simply confirm the child’s 
inner suspicion that his parents wanted the new sibling because 
they found their older child inadequate. The arrival of the new baby 
in that instance will surely be a silent reproach to the child con- 
cerning his own shortcomings. Should you ridicule or punish him 
under these circumstances, you would scarcely imbue him with 
increased love for “the little stranger” who, seemingly, has brought 
this all upon him. 

DON'T refuse to give ear to the child’s complaints and worries. 
Should he have terrifying notions as to what “they” are going to 
do to his mother in the hospital, do not dismiss these fears as 
“babyish.” Should he be afraid that the new child will take away 
his toys or other cherished possessions, you may remind him of 
how helpless and unable to do things the new baby will be for 
a long time. 

DON’T, however, chide the child for being selfish or being un- 
realistic in his jealousy. As First Aider, you can understand how 
natural his feelings are. You are, then, better able to help him 
keep his jealousy within healthy limits. 

No matter how expert a First Aider you are, DON’T expect the 
child to drop all his resentment or quell all his fears just because 
you verbally reassure him. Remember that your chief aim as First 
Aider is to help him live with his feelings by getting them under 
control. You need not be so ambitious as to try to root out com- 
pletely all his fears and aggressions toward the sibling. Not even 
intensive psychotherapy might always find it necessary to do that. 


First Aid Methods: DO’S 


While his mother is in the hospital, one of your concerns should 
be to arrange daily contact between her and the child as far as 
Possible. Under the guise of “medical necessity,” much needless 


* See Workshop Example No. 2 on this particular technique. 
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callousness to the feelings of the older child has been allowed to 
flourish in a number of hospitals. Perhaps the new trend toward 
much shorter stays in the maternity bed will automatically reduce 
a large part of the anguish of the child who has been left at home.* 
But even during a short separation, you should try, by means of 
telephone conversations, letters, or even waving through hospital 
windows, to afford the child daily contacts with his mother. 

In the meantime, be patient in answering the child’s questions 
about conception, pregnancy, and delivery. Be honest with the 
child, but gear your language to what the particular child is able 
to understand, and don’t introduce new worries to him on this 
score. (See chapter 5, section I, “Learning About Conception, 
Pregnancy and Sexual Function.”) For example, a child may show 
great curiosity, not to say anxiety, about how the newborn comes 
out of the mother. Your goal should be to convey your simple 
conviction that the delivery will be accomplished readily without 
harm or unbearable distress to either mother or newborn. You must 
not, however, overestimate the child’s power of understanding such 
details as the nature of anesthetics or the anatomy of reproductive 
organs. 

Because of his fears and resentments toward the new arrival, 
the child may have an exaggerated picture of the “rival” who is 
coming home. Take nothing for granted here. Describe the new- 
born infant accurately for the child before its homecoming. Let him 
realize that the sibling is tiny, helpless, and in need of great tender- 
ness and care. Perhaps you may comfort the child with the knowl- 
edge that the infant cannot possibly take the older one’s place in 
their parents’ affections. Play up the fact that the older child has 
so many more skills and capacities and can do so many more 
things with and for his parents than the baby. Emphasizing that 
the newborn can do little more than eat, sleep, and coo may give 


* It should be noted that this trend did not originate out of any concern for 
the older child who was separated from his mother. It arose, in part, out of 
the experience of military surgeons during World War II, who found that 
Operative cases frequently recovered better when they were “up and about” 
as soon as possible, even within twenty-four hours. It will be interesting tO 
see whether the child’s shorter separation from his mother leaves less of a mar 
upon him than did the old ten to fourteen-day separation. 
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the child a reassuring, realistic idea of what he has to face in the 
way of challenge to his position in the home. You may reinforce 
this by pointing out how much the older child’s help in taking 
care of the infant would be appreciated. If it is within your power, 
place before the child as many opportunities for him to help in 
this way as you can—to the extent that he is interested in assuming 
them. 

In this connection, you might well offer him the concept of the 
family as a team or unit, of which he, his parents, and the newborn 
are a part. In order to help to develop this sort of family feeling 
within the child, you may express your hope that he will love and 
protect the new sibling in the same manner that his parents love 
and protect him—as a part of the family. 


When to Obtain Professional 
Assistance 


A child’s maladjustment at the birth of a sibling may, in some 
Cases, be a serious matter—one that may influence his personality 
formation. There are a number of ways in which you, as First 
Aider, may tell whether he is not responding to simple First Aid 
methods. 

If a child rejects his mother, will not go to her or respond to 
her for several days after her return from the hospital—in spite 
of all you can do—you may judge that his rejection is serious 
enough to warrant professional aid for him. 

You may find another serious development in the case of the 
child who acts entirely hostile to his new sibling with undiminished 
intensity for one or two weeks after the infant has come home. 
Such a child may express positive resentment toward the baby 
either in aggressive words or action—or he may show it negatively 
by refusing to look at the baby or in any way acknowledge that it 
exists in the home. 

Still another case which would point to your calling for pro- 
fessional assistance is that of the child whose crying spells, loss 
of appetite, enuresis, temper tantrums, nightmares, insomnia, or 
Other behavior disorders originating since the birth of the baby, 
Continue to get worse over a period of weeks. 
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Prognosis 


As we remarked at the outset of this discussion, the younger 
child (under five or six) may, in all likelihood, feel the birth of 
a sibling more deeply than the child over six. This statement is 
qualified, of course, by the proviso that all other things must be 
equal. Naturally, the birth of a sibling will be a greater disturbance 
to a child who has previously been troubled by behavior disorders 
than to one who has not been. 

Application of good First Aid for mental health principles should 
help to keep to a minimum the possible ill effects of the experi- 
ence upon a child’s personality development. 


Workshop Example No. 1 


Less than three weeks after her mother was taken to the hospital 
to have a baby, Evelyn M., age five, is rushed to the same hospital 
because of acute appendicitis. 

Because of the new infant, Evelyn’s mother feels she cannot visit 
Evelyn in the hospital every day. The hospital is a considerable 
distance from her home and her husband cannot leave his work 
to relieve her of the care of the baby. Besides, Evelyn seems to 
be recovering nicely from the appendicitis and the doctor promises 
that she will be home in a week or ten days. Mrs. M. compromises 
on a visit to the hospital every other day. 

About ten days after Evelyn’s return home, the child refuses 
flatly to go back on the scheduled date to kindergarten, where she 
had been doing nicely. She has an older sister of nine who goes 
to school unconcernedly each day, but this has no influence upon 
Evelyn. She claims she wants to stay home and be with her mother. 
She cries at the mere mention of school. 

Evelyn’s behavior toward the baby is one of disinterest. Once 
she flies into a temper tantrum at having to “stand around and 
watch” while the baby is fed. Her manner is generally somewhat 
morose and listless, compared to her former lively self. She claims 
her mother does not love her and repeats the question many times 
a day, “Do you love me, Mamma?” She asks her mother to spend 
much more time playing with her than ever before—more time, 12 
fact, than Mrs. M. feels she can spare from her household duties, 
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making the new baby’s formula, etc. Once Mrs. M. overhears 
Evelyn playing an imaginary game called “hospital” in which new 
“well” babies are sent out in exchange for older “sick” babies who 
are brought in. 

Evelyn’s appetite is poor, but otherwise she has developed no 
noteworthy behavior disorders. The doctor prescribes a few more 
days’ rest and vitamins. Mrs. M. feels that the central problem still 
facing her is to interest Evelyn in going back to kindergarten. 


Discussion Questions: 

(a) What do you suppose Evelyn’s own hospitalization meant 
for her, coming so close as it did to the birth of a sibling? What 
would Evelyn’s game of “hospital” reveal to you, as First Aider, 
about Evelyn’s feelings? 

(b) What is probably behind Evelyn’s repeated question, “Do 
you love me, Mamma?” 

(c) Judged in the light of Evelyn’s temper at having to watch 
the baby being fed, what might she be trying to express through 
her own loss of appetite? 

(d) What anxiety is Evelyn betraying by her refusal to go to 
School so that she can stay home with her mother? 

(e) Which of these methods would you include in your pro- 
gram to get her back to school? 

1. Spending more time with her so that she feels more secure 
despite the new baby? 

2. Trying to interest her in the care of the new baby so that 
she can regain her sense of being more grown up? 

3. Threatening her with punishment if she does not return to 
School at once? 


Workshop Example No. 2 


_ The mother of Francis L., age six, is at once disturbed and 
inconvenienced by the fact that for a week following her return 
from the hospital with her baby, Francis has been waking up at 
night, claiming that he has bad dreams. Mr. and Mrs. L. live in a 
Small apartment and Francis must now share the room with little 
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Frederick. Mr. L. is inclined to be sterner than his wife and he 
tells Francis repeatedly not to cry out or call out for fear of 
waking the infant. 

He says, “Look how nicely baby is sleeping. Why can’t you be 
good like him?” 

When, after two nights, this approach has not succeeded, Mr. L. 
loses patience and says, “If you wake up the baby with your cry- 
ing, I will spank you. You will see that I am not fooling.” He 
carries out this threat the first time, but soon perceives that his 
threat has merely aggravated Francis’ disturbed condition. 


Discussion Questions: 
(a) Why wasn’t Mr. L.’s unfavorable comparison of Francis 
with the baby a desirable way of getting the boy to be quiet? 


(b) Why might the father’s threat of punishment if he waked 
the “good” Frederick have made Francis cry all the louder? 


(c) How would some reordering of the sleeping arrangements 
help in decreasing Francis’ anxiety and resentment? 


(d) How might the father, as First Aider, instill in the older 
boy a renewed sense of his value and position in the family? 


SECTION TWELVE 


SITUATION: First Aid for the Child Disturbed by Fear of Enemy 
Bombing, Atomic or Otherwise. 


Behavior Patterns and the Mean- 
ing of the Situation for the Child 
A large number of children in American communities of city 
or town size have been informed of the possibilities of enemy bomb- 
ing. Many cities have required their school systems to warn children 
of the dangers of atomic attacks. In most of these cities, the schools 
have conducted frequent shelter drills or dramatic “Take Cover 
drills. On secondary school levels, some schools have offere! 
courses in Red Cross First Aid to pupils as well as teachers. 
If a child is disturbed by this situation, he will usually react 
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soon after an air-raid drill or after being informed of the definite 
possibility of an air raid. The threat of bombing will normally make 
any child worry. Primarily the child’s worry will center around 
possible harm to himself, even death. This may quickly broaden 
out into apprehension for family and friends. A young child of 
school age may suddenly seem reluctant to go to school at all— 
as if, because the drill is held in school, that is where the danger 
lies. Of course, underneath this is his: deep fear of being deprived 
of the seemingly omnipotent protection of his parents during the 
anticipated danger. 

The child who is more deeply disturbed by his apprehension may 
become morbidly preoccupied with the possible consequences of 
bombing. He may experience nightmares which, at least on the 
Surface, may not seem to reflect any connections with bombing 
fears at all. He may become irritable and argumentative. Especially 
when he is away from his family, as at school, he may suffer from 
an inability to concentrate. He may express unusual concern Over 
the safety and whereabouts of his parents, brothers, or sisters, when 
they are separated from him during the normal course of a day. 
(See chapter 4, section I, “Death of a Close Relative or Friend.”) 
B In any case where the reality of death is primarily what impresses 
itself upon a child, he is terrified by the helplessness of adults to 
deal with the situation. Where death comes as a result of human 
aggression, the seeming helplessness of adults and the terror of 
the child are greatly increased. 

You must not minimize the reality factor in these fears. The 
frightened behavior of adults themselves frequently makes the child 
feel that the possibility of a bombing attack upon his home, school, 
or community is very real. Movies, radio and television programs, 
and realistic “Take Cover” drills in schools impress upon him that 
his fear is no child’s fancy. This much of reality the child can 
Master, On the other hand, the international situation, the progress 
Of United Nations negotiations, the state of a potential enemy’s 
Preparedness for war are far beyond the comprehension of the 
child under nine or ten. He has no way of knowing whether the 
air raid (in preparation for which his teacher makes him duck 
hastily under his desk, “with face in hands and back to window”) 
is to come tomorrow, next week, or in ten years. A child’s un- 
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certainty concerning war or peace far exceeds that of the be- 
wildered adults of his era. 

The adult’s calm acceptance of, or at least stoic resignation to, 
the eventualities of bombing are all the more bewildering to chil- 
dren because these same adults have been constantly preaching 
to the child that physical assault is a poor method of settling per- 
sonal differences. Adults are quick to reprove or punish children 
for fighting at home or at school; children are especially quick to 
sense inconsistency if such adults accept or condone bombing as 
a method of settling international differences. The child’s realization 
of this inconsistency does nothing to make the sensitive or unstable 
child feel more secure in this adult’s world of reality. You need 
not be surprised, therefore, to find a child becoming argumentative 
or irritable, or suffering nightmares as a result of his general resent- 
ment toward adult inconsistencies in this situation. 

The possibilities of permanent harm to himself as a result of 
“expected” air raids are not lost upon the child. Movies, tele- 
vision, radio, and comic books furnish him with graphic and 
abundant proof of the catastrophic effects of bombing, especially 
atomic bombing. The child is likely to imagine the worst of these 
effects befalling himself. He is likely to imagine himself horribly 
crippled or maimed after a raid. This fear may develop into ê 
fear of being killed. 

Where you come across a child who is acutely disturbed at the 
prospect of a bombing raid, you may discover him reacting toward 
the danger as if it were to be a punishment for his own real Of 
fancied misdeeds. These “misdeeds” need be no more serious than 
imaginary defiance or disobedience of his own parents. In this case 
the bombing may become the symbol for him of the awful wrath 
of an angry parent conjured up out of the child’s own conscience: 
Fear of separation from his parents during an imagined raid may 
be representative of the child’s fear of losing the love of one or 
more of his parents for some fancied or real misbehavior. This 
type of guilt-laden child may see the possibility of actual bomb- 
ing as terrifying proof that society metes out punishments which 
are out of all proportion to the size of a child’s “crimes.” His 
resulting picture of the real world as a place where such injustice 
thrives will add that much more to the child’s insecurity. In other 
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words, to a child the bombing raid may not be a catastrophe to 
a whole city but a very personal punishment served up to him 
alone.* 
Persons Best Suited to Render 
First Aid 
These are parents, assisted by others whose authority the child 
tecognizes: his school principal, teacher, doctor, clergyman, a 
trusted relative, or a high official in the community are obvious 
first choices for this role, not necessarily in the order listed here. 


Goals of First Aid 


To relieve the child of unnecessary worry Over bombing is of 
primary concern to you here. At the same time you must help 
the child to face the very real dangers that do exist. As First Aider 
you should try to build up in the child’s mind a feeling of confidence 
that the community is taking all possible steps to protect him, his 
family, and home. 

First Aid Methods: DON’T’S 


_ DON’T insist that the child forget his concerns. The community 
is not forgetting them, so why should the child? DON’T ridicule 
or criticize the child for his apprehensions. Fear of bombing is 
not an abnormal fear, and the child should not be made to feel 
inferior or weak because of it. DON’T tell the child it is none 
of his affair. In case of an actual raid, the behavior of every 
man, woman, and child in the community is of vital concern to 
€veryone’s welfare. Each will have prescribed conduct for the 
general welfare of all; therefore, the possible raid is very much the 
child’s affair. DON’T ignore the youngster’s qualms and misgivings 


about it. 
First Aid Methods: DO’S 


in to the child those military and civilian 


Describe and expla ee 
Measures to protect the civilian population that are within the 


may be found in several well-known studies made 
in England during the war. These studies showed that in general children who 
Temained with their parents suffered less nervous shock even in bombed cities 
than those children who were separated from their parents and evacuated to 


Safety areas in the country. 


* Interesting proof of this 
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child’s understanding. Lay emphasis on the general plans to secure 
safety for all. Air-raid drills might profitably be compared to the 
fire drills which the average child has experienced without fear 
since kindergarten. The child might be asked: “Does having a fire 
drill in your school mean that your principal actually expects a 
fire? Have you ever had a really serious fire in your school?” While 
you, as First Aider, should not minimize the possibility of enemy 
bombing, you should acquaint yourself with the reality situation 
well enough to be able to discount any fears of the child which 
are not based upon genuine fact and probability. 

You should do what you can to reassure the child against any 
concern he may express that there is no personal retaliation in- 
volved for him in an enemy raid. Even if the child expresses no 
such fears, you may ease his concern by dwelling upon society’s 
efforts to protect him. You, as First Aider, should show him by 
your behavior how highly you value his safety. You should detail 
for him the measures that are being planned to help adults as well 
as children in the event of emergency. Civil Defense authorities 
publish pamphlets and other literature which contain much reassur- 
ing information concerning the existence of shelter areas, antidotal 
measures, and evacuation plans. As First Aider, point out to the 
child that a large force of responsible adults has been assigned 
to the protection of the civilian population in the event of a bomb- 
ing, that this force includes our highest government officials, our 
best scientists, doctors, military leaders, teachers, policemen and 
firemen, as well as an army of specially trained Civil Defense 
workers. 


When to Obtain Professional 
Assistance 
Parents who are uncertain of themselves on the subject should 

seek professional help in allaying the fears of their children. This 
uncertainty refers to the parent who becomes so nervous himse 
when he thinks of a bombing raid that he cannot help but betray 
his anxiety to his child. Uncertainty might also refer to the parent 
who feels that he cannot himself master the details of Civil Defense 
measures well enough to describe them in a confident manner tO 
his child. 
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When, in spite of the proper application of the First Aid prin- 
ciples outlined above, you perceive that a child’s behavior remains 
disturbed or gets worse, you should seek the professional help of 
doctor, psychiatrist, psychiatric social worker, or other trained 
guidance counselor. Allow the child a few weeks’ time to become 
adjusted to the conviction that security measures are adequate, but 
Certainly do not allow more than a few weeks to elapse after his 
anxiety appears before seeking further help for the child. 

Note that expressions of concern over bombing by themselves 
are usual in an emotionally healthy child. Faced with the unpleas- 
ant, frightening prospect of an air raid, the healthy child makes 
no effort to hide his fears. However, the healthy child does not 
lower the quality of his performance in areas of his life where no 
Present danger exists. The child who is more deeply disturbed 
betrays an inability to function smoothly in apparently unrelated 
areas of his activity. 


Prognosis 


Properly handled, the personality of the child who has been 
introduced to the possibility of bombing should suffer no permanent 
impairment. Of course, a genuinely self-assured child will respond 
More satisfactorily to First Aid measures than a less stable child. 
Naturally, the age at which the child is asked to face the bombing 
Contingency is also of importance. An older child is less likely 
to be as impressionable as a young one. 


Workshop Example 


Fanny L. is a child of eight. She has reacted very strongly to 
the first “Take Cover” drills held in her school. During the first 
drill, she found herself so nervous that she burst into tears. The 
teacher tried to “shame her out of it” by pointing to the self-con- 
tained behavior of the other children in the class. Fanny found it 
difficult to concentrate on her school work for the rest of the day 
and for several days thereafter. During the second air-raid drill, 
two weeks later, Fanny was immediately sent to the principal’s 
Office by her teacher for breaking out of line and “wandering about 
the halls” of the school. Her school considers this a serious offense 
during an air-raid drill. 
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In the office Fanny sits trembling. Questioned by the principal, 
Fanny claims that she was going downstairs to the public telephone 
booth in the basement to call her mother. At first she is rather 
incoherent and obviously upset. Gradually she calms down and 
explains that she just wanted to find out whether her mother was 
all right during the aid-raid drill. 

The principal calls Fanny’s mother to school. The mother is 
quite annoyed at being called up and at the big fuss the school is 
making “over a trivial incident.” Nevertheless she does not par- 
ticularly defend Fanny. “Fanny has been acting like quite a spoiled 
child lately,” says the mother. “Every morning for weeks now she’s 
aggravated me about the clothes she is to wear to school or the 
lunch I’m to fix for her to take along with her. No clothes I lay 
out for her, no sandwiches I prepare for her seem to suit her. 
Believe me, I heave a big sigh of relief when I finally get her off 
to school lately.” 


Discussion Questions: 


(a) In this instance, who would qualify as the person best 
suited to render First Aid—the mother? the principal? the teacher? 

(b) Do the circumstances attending Fanny’s behavior give yOU 
any insight into what the air-raid drill represented to Fanny in terms 
of her relationship to her mother? 

(c) How would you explain to Fanny the meaning of her im- 
pulse to telephone to her mother during the drill? 

(d) What reassurances could you, as First Aider, give Fanny 
concerning her own safety and that of her mother during a real 
raid? 

(e) Would you, as First Aider, insist that Fanny behave like 
all the other children during the next few drills—or would you 
make an exception of her? 


(f) In preference to letting Fanny’s teacher shame her for her 
disturbed behavior, what steps would you recommend that her 
teacher take? 
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CHAPTER FIVE 
{ier AID FOR THE 


CHILD IN SITUATIONS 


RELATED TO SEX 


SECTION ONE 


SITUATION: First Aid for the Child Disturbed by Learning about 
Conception, Pregnancy, and Sexual Function. 


Behavior Patterns and the Mean- 
ing of the Situation for the Child 


A child under four or five is likely to react to even the most 
distorted representations of sexual function and activity with no 
More than mild curiosity and amusement. Such a child’s behavior 
may give you the impression that he simply considers anything 
about sex arrant nonsense. His manner may suggest that he would 
Tegard the truth harder to believe than the wildest tales on this 
Subject, 

“ The child over five or six, however, may react strongly to any 
information about the “facts of life.” He may manifest various 
degrees of bewilderment, shock, disbelief, disgust. He may express 
a degree of curiosity about sex so intense as to give away the fact 
that it is motivated by underlying anxiety. He may be tormented 
by nightmares. He may be troubled with transient fears. He may 
Persist in asking his parents for repeated reassurances about their 
Well-being and safety. If the child is a boy of four or five, he 
May imagine various dangers about him that threaten to cut off 
Or injure his penis. A girl may develop similar imaginary worries 
about injuries to her genitals or rectum. 

For Either Sex—Presenting sexual knowledge in a distorted 
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manner to a child may result in his being afflicted with bewilderment 
and doubt. Initially he has a strong tendency to disbelieve the 
truth about the nature of sex and his own origin because he can- 
not easily relate the facts to anything in his own experience. He 
may feel unable to compete for his parents’ love and attention in 
a world where realization of adult sexual capacity is such an im- 
portant goal. No matter how much the subject intrigues him, he 
is still uncomfortable because he has to face his relative inadequacy- 
Even if such information were presented to him in an intelligent, 
easily understandable manner, the average child would also be 
likely to have to overcome certain feelings of inadequacy in a 
world where matured sexual development looms suddenly so im- 
portant. 

Thus, the child has a strong initial motivation to escape the 
painful truth about sex and accept false notions instead. Where 
the subject is presented to him in an obscene, sensational, disgust- 
ing, or frightening manner, the child’s bewilderment may go on tO 
revulsion or terror. He may fantasize relations between his parents 
as being revolting or downright dangerous. Such a child fantasizes 
his parents as beating each other during coitus. He may picture 
his father as being in danger of losing his penis and his mother of 
suffering mutilation of her genitals. 

One of the most frequent distortions of sex knowledge which you 
will come across stems from the child’s false or vague ideas © 
anatomy. Children of both sexes often have no clear idea of “what 
is inside” the female. The idea of penetration of the vagina by the 
male organ may seem to them a cruel painful action. They may 
have no clear distinction between vagina and rectum, if they can 
conceive of the vaginal canal at all. They often mean the external 
genitals when they say “vagina.” 

A child may consequently imagine that the male’s part in s¢ 
an active brutal aggression toward the female. The role of tender 
love in sex, the idea of mutual giving in the act itself, may som 
pletely escape the child. 

You will find it a common misbelief among children that the male 
deposits urine in the female vagina or rectum. This impression 
may be the more readily accepted by the child in view of his re 
experience with the breast or bottle which deposited another equal y 
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x is 


familiar liquid (milk) in an opening of the child’s own body, his 
mouth. 

Even if you are a skilled teacher of sexual information, you will 
find it difficult to get across to a child an objective, convincing pic- 
ture of the transmission of semen from the male to the female. The 
child’s present experience more readily grasps at the idea that the 
male deposits urine into some opening familiar to him in the female 
anatomy. 

If he gets this distorted notion, the child may extend his disgust 
and inhibitions concerning acts of excretion to the whole area of 
sex. Sexual intercourse may seem to him a dirty, disgusting act. He 
may, temporarily at least, lose respect for his parents for being 
eng to an act which he has pictured in so degrading and vulgar a 
ight. 

Special Meaning for Girls—A young girl cannot easily compre- 
hend the anatomy of her own genitals. A misinformed girl may 
Come to believe that sexual intercourse, pregnancy, and child bear- 
Ing seriously endanger a woman’s person and life. Men and boys 
thus seem a threat to her safety. ù 

The girl who is not properly informed may imagine that her 
abdomen will stretch until it bursts if she becomes pregnant. She 
May come to believe and fear that if a boy touches her or merely 
Kisses her, she may conceive. She may fantasize that childbirth rips, 
Cuts, or tears open her abdomen, vagina, or rectum. 

In retreat from all this and in self-defense, the deeply disturbed 
child—whether girl or boy—may develop a strong disbelief that 

er parents had anything at all to do with creating her. The child 
May rebound even further from the “intolerable” truth to the more 
Comfortable, if erroneous, belief that the doctor brings the baby, 
Or that the hospital, possibly acting as an agent of God, supplies the 
baby to the parents. Most people are aware of the characteristic 
attitude of many children that their parents have never had sex 
relations, 


Persons Best Suited to 
Render First Aid 


For all young children (under eight) the mother is usually the 
best First Aider. For one thing, on matters concerning conception 
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and childbearing, the child of this age still regards his mother as 
his most reliable source of information. Furthermore, since many 
of the child’s fears concern the “safety” of his mother, not only in 
childbirth but in intercourse itself, reassurance from the mother is 
apt to carry more weight than from the father whose role in all this 
seems so aggressive to the child. In situations where, for one rea- 
son or another, the mother cannot act as First Aider, the father, the 
family doctor, or a relative, preferably of the child’s own sex, should 
render First Aid. 

For children of eight and over, the parent of the child’s own sex 
is the best choice for this role. Of course, the emotional stability 
and competence of both parents should be taken into consideration 
in this matter as in all others. 


Goals of First Aid 


Immediate Goals—(1) to allay the child’s anxiety, (2) to restore 
his parents to their proper place and respect in his esteem, (3) t° 
help the child get rid of or correct his false notions of sex or child- 
birth which may create difficult tensions between himself and his 
parents. 

Ultimate Goal—to help the child correct his false concepts con- 
cerning sex which may interfere with his development of healthy 
social relationships, a happy marriage, and eventually healthy and 
happy attitudes toward childbearing. 


First Aid Methods: DONT'S 

DON’T scold or otherwise take the child to task for his curiosity 
concerning sex, conception, or childbearing. 

DON’T ridicule the child for having a great interest in the sub- 
ject. 

DON’T belittle him as being too young to understand the truth. 

DON’T bemoan the fact (certainly not in the child’s presence) 
that he has “heard so soon.” r 

DON’T put off answering the child’s questions until “ater” oi 
until the child is “old enough.” Doing this would only tend to con 
vince the child that you’re avoiding the subject because you can 
not deny the false and frightening ideas of sex which he has oot 
Postponing answering his questions may simply prove to the © 
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that you are as embarrassed as he is by “the awful truth” and are 
ashamed to face him. 


First Aid Methods: DO’S 


DO hear out any distorted or sullied version of sex and its conse- 
quences which the child has. Permit the child to air his own fanta- 
sies, fears, and misgivings concerning what he has heard or imag- 
ined. Only by allowing him to do this can you hope to right his 
false impressions. 

DO answer all questions as simply and directly as possible. Keep 
in mind the child’s intellectual limitations and grasp without, how- 
ever, creating new false notions in the child’s mind in the course of 
attempts to simplify your explanations of anatomy and the like. 

You will find one powerful ally at your side in this First Aid task 
—that is, the child’s understanding of love. The element of love is 
probably one thing that has been most conspicuously left out of the 
distorted versions of sex and childbearing which have disturbed the 
child. You can now call upon this element of love as a strong anti- 
dote to the child’s false notions. 

Remind the child that people who are in love do not deliberately 
do things to each other which are harmful or unpleasant. Examples 
of this outside the area of sex are easy to find. The loving wife does 
Not force her husband to go to work each day; he goes because he 
loves his wife and wants to earn the good things of life for himself 
and his family. Neither does the husband force his wife to keep 
house and cook for him; the wife does it because she loves her hus- 
band and wants to make a fine, happy place for them to live in. Use 
this kind of reference to refute any distorted notion the child 
May entertain that sexual activity between his parents constitutes 
an act of brutality forced upon the female by the male. 

Acquaint the child with the provisions which nature normally 
makes for the safety of the pregnant mother. You can explain the 
Capacity of the female abdomen to grow and stretch slowly as the 
baby grows. You can reassure the child (especially the girl) that the 
Newborn baby is no larger than a small doll and that the vagina and 
Uterus openings can easily stretch at the proper time to make child- 
birth possible. You can reassure the child upon the role which 
Science and medicine play in providing safety measures and anes- 
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thetics for mothers in childbirth. The modern child is not unfamiliar 
with the effect of anesthetics and sedatives. He has probably heard 
how these have made minor operations such as tooth extractions 
and tonsillectomies relatively painless. He can be reassured on this 
score by a patient, understanding First Aider. 

If necessary, take the disgust out of the child’s concept of inter- 
course itself by frankly stating two purposes for sexual relations: 
(a) an opportunity for two people who love each other to find an 
intimate expression of that love, (b) the production of a third 
human being with whom they can share their love. 

Where you are called upon to do so, rid the child of any false 
notions such as that urine is deposited in the vagina or rectum of 
the female by the male. Although the young child (under six tO 
eight) may not be able to grasp the idea that sperm from the male 
fertilizes the female, it may be sufficient to tell him that, at any rate, 
sperm is something which must not be confused with a body waste- 
product like urine. Expression of this attitude by you may be 
enough in itself to counteract the child’s previous feeling that coitus 
is something disgusting, degrading, shameful, or harmful. 


When to Obtain Professional 
Assistance 


If either parent is too embarrassed or distressed to carry out the 
above First Aid methods satisfactorily, call in professional help. An 
embarrassed parent should not attempt to render First Aid. His 
very embarrassment may confirm the child in his erroneous belief 
that sex and childbearing are disgusting or dangerous areas 0 
human activity. , 

When, in spite of your careful application of the First Aid 
methods suggested above, you observe that a child continues 10 
exhibit disgust, anxiety, or other disturbed behavior patterns suc 
as frequent nightmares, call in professional help. The acuteness O 
the child’s disturbance will determine the length of time you allow 
to elapse before you do seek such outside assistance. 


Prognosis 
ae ional 
The determining factor here, as elsewhere, is the emotion? 


maturity of the disturbed child and the general security (or lack 
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of it) in his relations to his parents. In any case, the undesirable 
effects upon the child’s personality development may be kept to a 
minimum if the First Aider promptly and consistently cares for 
the child as indicated above. 


Workshop Example 


Johanna B., age five and a half, goes to kindergarten during the 
morning session. She seems to be happy and her teacher says she 
is doing fine. At bedtime one evening, the little girl is particularly 
annoying to her parents. She is overexcited and restless and, after 
numerous excuses as to why she should not go to bed, she flatly 
refuses to go to sleep. Finally, she calls her mother into her room 
on the plea that she wants to ask an important question. 

Her mother is a patient, understanding woman and asks Johanna 
what it is. Johanna hesitates then, saying that she is not sure 
whether her mother can answer it. After being coaxed and reas- 
Sured, Johanna gets the question out—but still with an obvious 
show of concern, “Why will the doctor have to cut me open when 
I grow up and have a baby?” 

Intelligent questioning by the mother reveals the following fact 
behind this query of Johanna’s. On her way home from school 
that day with Clarice K., seven, who lives next door, Clarice had 
declared her intention of never having a baby. Two months ago, 
Clarice’s mother had given birth to a little boy. Clarice had over- 
heard Mrs. K. telling some friends that she still felt pain where the 
doctor had sewn up a cut he’d had to make and that she was sure 
She couldn’t go through that again. 


Discussion Questions: 

(a) How could Mrs. B. explain Mrs. K.’s incision as reassur- 
ingly as possible and in terms of experiences Johanna was already 
familiar with? 

_ (b) Why would it have been unwise for Mrs. B. to tell Johanna 
Just to forget Clarice’s story? 

(c) If Johanna’s anxiety from this experience was not ade- 
quately resolved, how might it retard J ohanna in her social adjust- 
ment to the opposite sex during adolescence? 
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(d) What effect might Johanna’s ideas about childbirth have 
had on her own attitudes toward childbearing in her adult life? 


SECTION TWO 


SITUATION: First Aid for the Girl Disturbed by Her First Men- 
struation. 


Behavior Patterns and the Meaning 
of the Situation for the Child 


A girl’s first menstrual period is likely to create some tension, 
uncertainty, and embarrassment for her. The most adequate prep- 
aration cannot hope to make a young girl used to the experience 
before it happens to her. But the emotional disturbance at this criti- 
cal experience in a young female child’s life can be limited and con- 
trolled by careful and intelligent preparation. Where no responsible 
adult has informed her of impending menses or has carefully 
apprised her of the naturalness and significance of this in all healthy 
females, you may find the girl of ten to fifteen thrown into a state 
of acute terror and panic by the sudden onset of (to her) appar- 
ently unexplainable vaginal bleeding. The uninformed Or misin- 
formed girl may display her disturbance through crying spells or fits 
of vomiting. She may lock herself in her room. She may refuse tO 
see her friends or schoolmates. She may lose her appetite. She may 
become generally apprehensive, restless, nervous, OF irritable. 

To a well-prepared girl, the first menstrual flow should appear as 
something which she can soon accept (if not welcome) as tangible 
evidence that she has matured physically. She now knows that she 
will one day be able to take her rightful place among women. 
has come into her own. This evidence of maturity buoys UP 
healthy child with a sense of added self-sufficiency and the assut~ 
ance that, like her mother, she can some day experience the satis- 
factions of marriage and motherhood. 

The effects of this experience are not apt to be one hundred pet 
cent positive, however, even to a properly prepared child. A 2% 
is quite likely to have some misgivings about the possibility of los- 
ing too much blood—since bleeding of any kind has probably been 
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greeted with concern by her and her parents ever since she cam 
remember. Furthermore, despite heroic efforts on the part of her 
parents to prevent it, a girl is likely to feel some embarrassment 
at this evidence to the family that she has reached sexual maturity. 
Some tension is almost unavoidable on this score since part of the 
girl’s embarrassment arises from the fact that she now is faced with 
the awkward task of asking her mother to move over and make 
room for her as an adult, so to speak. Nevertheless, a girl is apt to 
be more disturbed by an unexpected first menstruation or one for 
which she has been improperly prepared than by one she has been 
led to expect and been carefully prepared for. 

Without adequate preparation for this dramatic event, the 
shocked girl may think the “strange bleeding” comes from some 
internal injury to herself. In her initial terror, the girl may fear that 
she is bleeding to death—and her emotional symptoms may reflect 
this fear in various ways. 

To account for the “mysterious” flow of blood, she may connect 
it with previous masturbation. This distorted idea may find support 
in “old wives’ tales” circulated by adults around her to discourage 
children from masturbation. The young adolescent may, therefore, 
conceive of menstrual bleeding not only as an injury from mastur- 
bation but as a punishment for it (see chapter 5, section IV, “Fears 
or Threats that Masturbation Is Dangerous or Wrong”). This sense 
of guilt may broaden out so that the girl may interpret her flow as 
a punishment for other kinds of “wicked behavior” too, imaginary 
or real, such as disobedience to parents. 

As First Aider, you may observe that a girl who locks herself in 
her room, refuses to eat meals or to see her friends, is actually 
behaving as if she has done something wrong. In her language of 
behavior, she is saying in effect, “I am keeping the punishment for 
my sins a secret so that no one will know I have sinned.” 


Persons Best Suited to Render 

First Aid 
The adolescent girl’s mother is necessarily the first choice as 
First Aider. In the event that the mother is unqualified, another 


woman who is warm, emotionally stable, and well informed is the 
Next best choice. The First Aider here should definitely be a 
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woman and one the girl has regard for. Not only will a woman 
more readily put the girl at her ease, but the authority and sym- 
pathy of another woman who has gone through the experience her- 
self will ordinarily be more readily acceptable to a young girl than 
the authority and sympathy of a man. However, even if the girl’s 
family physician is a male, he would be a wise choice where a suit- 
able woman is not available to the girl. 


Goals of First Aid 


1. To remove the child’s acute concern over the causes and 
consequences of menstrual bleeding or discomfort. 


2. To emphasize the fact that menstruation is a milestone in 
the development of the girl’s womanhood so she will come to feel 
that positive benefits outweigh the negative fears in the experience. 


First Aid Methods: DON’I’S 


DON’T pass along “old wives’ tales” or other superstitions con- 
cerning menstruation to the child. DON’T follow the superstition, 
still practiced in some circles, of slapping the young girl’s face “to 
preserve the bloom of youth.” If anything, this slapping will merely 
frighten the girl into believing that you are convinced of the neces- 
sity of trying to offset dangerous effects resulting from her having 
lost so much blood. 


DON’T refer to menstrual blood as “bad blood.” There is noth- 
ing the matter with it; it is, in fact, the same kind of blood that will 
bring nourishment to a new human life if and when the girl bears 
her own child. To describe this as “bad blood” would be to create 
or strengthen the fear in a girl’s mind that menstrual bleeding 
results from some unhealthy bodily derangement. 


DON’T create bewilderment or fears in the child by warning 
her vaguely or suggestively about “staying away from the bad boys- 
This will make a young adolescent feel that menstruation at 
her the target of some mysterious, incomprehensible, and “ee 
designs on the part of the opposite sex, rather than the object 0 
healthy and socially desirable male interests. 
all and 


DON’T announce the event of a girl’s menstruation to 
ot want 


sundry—not even to the immediate family, if the girl does n 
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you to. If the girl wishes so to announce it or asks you to, that is 
another matter. The girl’s own wishes in this case are important. 
In any case, DON’T tease the child about it or place her in a situa- 
tion where others may have the power to tease her about it. 


DON’T betray undue excitement about the event, as if you ex- 
pected something momentous to happen immediately to the child 
as a result of the news. DON’T be oversolicitous of her welfare 
either—for that may encourage her to regard menstruation as an 
infirmity rather than as a healthy sign of maturity. 


First Aid Methods: DO’S 


DO be calm and matter-of-fact about the child’s divulgence of 
this information to you. Indicate by your manner as well as by your 
words that menstruation is a natural event which sensible women 
take in their stride. 


DO reassure the adolescent at once on the vital question of the 
Cause of menstrual bleeding. Inform yourself, as First Aider, as to 
the physiology involved, so that you can answer the child’s ques- 
tions patiently and honestly. Reassure the child that the flow is a 
natural phenomenon, designed to furnish abundant supply of blood 
to the wall of the womb when the time comes for a fertilized egg to 
attach itself thereto. State firmly that this blood is not in any way 
the result of any kind of injury. Point out by references to the many 
unrestricted activities of other women during menstruation that it 
need not be a “crippling curse” that makes a woman “lose a week 
Out of every month.” Where a girl is exceedingly self-conscious 
about her behavior or appearance during menstruation, reassure 
her on the impossibility of others discovering or noticing the recur- 
Tence of her menses. 

You would do well to allow a girl who has recently begun men- 
Struating and is visibly upset and embarrassed by the experience to 
remain out of school for the morning on days when the menses 
appear before she leaves for school. Should such a child’s menses 
appear during the morning session, you should allow her to remain 


Out of school in the afternoon. 
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When to Obtain Professional 
Assistance 


Call the family physician of a child whose menstrual cramps 
become increasingly severe over a period of three to four hours 
without responding to the usual ordinary household measures. Sim- 
ilarly, call a physician if you cannot soon succeed in reassuring the 
child that the menstrual flow does not stem from damage to the girl’s 
genitals. 

If the child is too embarrassed to see anyone for many hours after 
the onset of each of her first few menses, and if she persists in 
secluding herself in her room and avoids her usual companions, 
this too is a signal for you, as First Aider, to seek professional help. 
The girl’s family physician is the best one to turn to for this pur- 
pose, both because he brings the medical background to the case 
and because he is likely to be received by the girl as an old trusted 
friend whose word she can take. 

There are, of course, cases of girls who begin menstruating before 
the age of eleven. Because these children often are too young to 
have expected menses or to have assimilated the reasons for them, 
parents of such girls should seek and receive special counsel and 
guidance on the meaning of the experience for such young children. 
The family doctor is a good Starting point for such professional 
counsel. Through him, the parent and child may be referred, where 
necessary, to a child guidance Service or directly to a psychiatrist. 


Prognosis 
The proper preparation for and handling of menstruation in 
accordance with the above Principles should guide the emotionally 
mature girl of eleven or twelve safely through the experience with 
no ill effects. However, the panic-stricken girl who is not helped by 
intelligent, sustained guidance during this critical moment of her 
life may develop into a sexually immature woman. For this has 
often been the history of women who, as adults, are still tormented 
by misgivings and revulsions toward menstruation. These may be 
the same women who come to consider sexual relationships and _ 


childbearing as physically damaging, emotionally revolting expe 
riences. 
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Workshop Example No. 1 


Considerably embarrassed, Effie V., fourteen, informs her mother 
One morning that she has begun her first menstrual period. 
Although Mrs. V. had noted during the past year that Effie was 
beginning to show signs of sexual maturation, she was too embar- 
Tassed to discuss this with her daughter. Nevertheless, realizing 
Effie’s need of adequate information on the subject, Mrs. V. had 
accordingly provided the girl with a number of highly regarded 
books on the subject designed for children of this age. Effie had read 
these books, but, because she had felt as uncomfortable in the situ- 
ation as her mother, she did not discuss the contents of the books 
with her parent. 

Mrs. V. believes that Effie has been properly prepared for men- 

Struation, and is now greatly relieved by the news which Effie 
imparts to her this morning—especially since Effie has created no 
disturbance about it. In rather formal words she congratulates her 
daughter upon the occasion and provides her with sanitary nap- 
kins. At breakfast, the mother proudly announces the event to her 
husband, who then embraces Effie warmly and congratulates her in 
his turn. Effie’s replies are brief and stilted. Her mother then 
expresses surprise to her that Effie does not seem to share the enthu- 
Slasm of her father and mother. Mrs. V. asks Effie bluntly why she 
1S so uncommunicative. 
À Effie leaves for school on time after breakfast, and her mother 
1S therefore surprised and confused when Effie returns home an hour 
later, “I can’t stand the idea of going around among the boys and 
girls at school today,” says Effie. 


Discussion Questions: 
_ (a) Assume that books, Effie’s sole source of preparation, have 
given the girl adequate and accurate information on menstruation. 
Y, however, would they fail to give her emotions an equivalent 
Preparation? 
(b) What would you, as First Aider, have done in the role of 
Effie’s mother? Or Effie’s father? 
(c) How do you account for Effie’s unexpected return home 
from school that day in view of the fact that she evidently had 
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suffered neither physical nor emotional distress up to that time? 


Workshop Example No. 2 


Josephine A., age ten and a half, awakens one morning to dis- 
cover that her pajama pants are stained with blood. She is unaware 
that this represents the onset of her first precocious, menstrual 
flow. Afraid to move, Josephine calls her mother into her bedroom. 
Her mother discovers her in a state of panic, trembling, pale, and 
staring at her stained pajamas. 


Discussion Questions: 


(a) What immediate goals of First Aid should govern Mrs. A.’s 
whole approach to this situation? 


(b) Which First Aid method would be most appropriate at this 
particular point? 

(c) What mistakes are to be carefully avoided here by any First 
Aider in order to protect the future well-being of this child? 


(d) What is the meaning of this unexpected situation for Jose- 
phine? 


SECTION THREE 


SITUATION: First Aid for the Boy Disturbed by Nocturnal 
Seminal Emissions—(This situation refers exclusively to such emis- 
sions as take place during a boy’s sleep. It does not deal with dis- 
turbances caused by active masturbation during waking hours. For 


that, see chapter 5, section IV. There is no equivalent experience 
among girls.) 


Behavior Patterns and the Meaning 

of the Situation for the Child 
Ordinarily this experience will concern boys of twelve to four- 
teen, but there is a considerable age range below and above this, 
during which nocturnal seminal emissions may first occur. = 
emotional maturity, as well as the age of the boy, will play a signifi- 
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cant factor here in determining whether the child will be bewil- 
dered by the experience or will take it in his stride. Some of the boy’s 
initial reactions will depend upon the amount of information he 
already possesses on the subject of sex, when the nocturnal emis- 
sion first ocurs. Also, the quality of his relationships with his par- 
ents and siblings will affect and be affected by this experience. 
Furthermore, this experience is part of his newly found sexual 
maturity which, in turn, plays a critical part in determining what 
his relationships with his parents and siblings will be for the rest of 
his life. 

The individual boy’s reactions to nocturnal seminal emission 
may vary from a healthy enthusiasm at this sign of sexual matura- 
tion to highly disturbed feelings of bewilderment, shame, embarrass- 
ment, and fear of what will happen if the experience is repeated. 

The actual feeling during the nocturnal emission itself may vary 
also. Most boys experience distinct pleasure from it. Painful or 
other uncomfortable sensations are infrequent. 

The emotionally stable, well-informed boy will ordinarily let his 
Parents share the knowledge of his “secret” without marked hesita- 
tion. This boy will probably suffer no great behavior disturbances. 

On the other hand, another child may jealously guard the knowl- 
edge of what has happened. He may keep it from everyone or from 
his family especially. He may make an exception of children his 
Own age and tell them and them alone since such confidences often 
will increase his prestige with them. 

Common outward signs that the boy is disturbed by what has 
happened may include anorexia (loss of appetite), insomnia, irrita- 
bility, seclusiveness, impaired concentration at school, work or 
play, restlessness, unusual disobedience toward parents. 

More severely disturbed boys may suffer upsetting nightmares 
at this time. They may also be the victims of fears, such as fear of 
Insanity or of physical illness. 

An emotionally mature, healthy, and well-informed boy will not 
be too uneasy about the nocturnal seminal emission. He will usu- 
ally be buoyed up by this concrete sign of his arrival upon the 
threshold of manhood. 

You may be tempted in this connection to draw a parallel 
between the boy’s first nocturnal emission and the girl’s first men- 
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struation. Drawing too close a parallel is risky for a number of 
reasons. The girl really has nothing which is the equivalent of this 
experience in the boy’s life. As stated previously, in the larger num- 
ber of instances the nocturnal emission is accompanied by pleasur- 
able sensations. The girl’s first experience with menstruation in a 
large number of cases is often uncomfortable, or even painful. 
Nevertheless, both for the emotionally mature boy and emotionally 
mature girl these experiences are significant indications of their 
increased responsibilities. As such, they should bring to the adoles- 
cent an added feeling of dignity and a sense of self-sufficiency. 

Not all boys react in this mature way by any means. Guilt and 
anxiety may be the outstanding feelings of some boys in response to 
their first nocturnal emission. An uninformed adolescent may inter- 
pret the emission as a sign of his own weakness—the way he would 
interpret a return to bed-wetting. (It is significant that the popular 
term among boys for nocturnal seminal emissions is “wet dreams.” ) 
His apparent inability to control his seminal fluid may be interpreted 
by another boy as a kind of punishment for his masturbation. As if, 
for example, he were being punished for this habit by a growing 
loss of control. He may be frightened at the thought that the emis- 
sion indicated some damage to his genitals or that he may have 
weakened himself in some strange way. For this boy, the resem- 
blance between the involuntary emission and bed-wetting seems 
unmistakable. His apparent loss of control is, therefore, connected 
in his mind with earlier stages in his life when he had difficulties 
maintaining other controls over activities such as sitting, feeding, 
talking, walking, etc. For him, the first nocturnal emission is not 
taken as an encouraging signal that he is going forward toward 
manhood, but is taken rather as a bewildering indication that he 
may be going backward toward infancy. 

The suffering of an adolescent boy may be intense on this score. 
He may react to his seminal fluid with revulsion. He may regard it 
as an excretion rather than as a secretion. Paradoxically, another 
boy may be equally disturbed by the emission but in quite a differ- 
ent way. He may view the seminal fluid, not so much as an indica- 
tion that he himself has been damaged, but rather as a threat of 
impregnation to any woman or girl touching bedclothes which have 
come in contact with his semen. This boy is, so to speak, frightened 
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and awed by his new-found power because he anticipates no ability 
to control it. 

Keeping in mind these meanings which the situation may have for 
the boy will help you understand the child’s language of behavior 
more easily. Thus, the early adolescent who has trouble sleeping 
following his first nocturnal emissions may be trying to avoid a 
repetition of the emission by the simple expedient of developing 
insomnia. Nightmares which frequently wake him up (or cause 
adults to wake him up) may be a clue to the depth of the boy’s. 
anxiety over his nocturnal emissions, and to the depth of his unre- 
mitting efforts to avoid them. If he develops a marked disinterest 
in food, that may be one way by which his behavior tells you of his 
anxiety and of his feeling that he has no appetite for the experience 
and the worries it brings him. Should he express fears of insanity 
or physical illness, you may interpret these fears as indirect expres- 
sions of his deep-seated conviction that this is the beginning of some 
unavoidable catastrophe. 


Persons Best Suited to Render 
First Aid 


The father normally qualifies as the best one to undertake this 
task here (just as the mother does in the case of a girl disturbed by 
her first menstruation). As a man, the father’s opinions can usually 
command the boy’s respect concerning this experience. Where the 
male parent is not available, the mother may have to assume the 
role of First Aider. If, despite parental reassurances, the boy is still 
skeptical as to the true nature and meaning of the nocturnal emis- 
sion, a visit to his family doctor may be in order. The family doctor 
is in a position authoritatively to reinforce the parent’s explanations- 
It is important for the father or both parents to accompany the boy 
On this visit so that the strangeness of the circumstances can be kept 
to a minimum. Furthermore, everyone will “get the story straight” 
at the same time. 

Sometimes because he has a poor relationship with them or 
because he is too shy, a boy may be unable to come to either of his 
Parents with his disturbances. In that case a school guidance coun- 
Selor or clergyman may be able to render important service as 
First Aider. 
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Goals of First Aid 


1. To help the boy shed his fear that the nocturnal seminal 
emissions will in any way harm his genitals in particular, or himself 
in general. 


2. To help the boy maintain his self-confidence in the face of 
the (to him) unnerving experience. 


3. To help him develop confidence in his now increased Oppor- 
tunities for handling the social relationships and the greater respon- 
sibilities which he faces. 


First Aid Methods: DON’I’S 


DON’T fall prey to the temptation to pass off the boy’s concerns 
with a joke or with an offhand manner. If you attempt to pass over 
this lightly, you may further upset the boy; or make him feel pecu- 
liar because the episode appears significant to him, but not to others. 


DON’T label the boy, either jokingly or seriously, a threat to all 
virtuous girls now that he has offered you this evidence of his sexual 
maturity. This approach merely plays up the danger elements in 
sexual maturation. It is this very train of thought which you are 
trying to break up in the boy’s mind. DON’T in any way give com- 
fort or support to the boy’s notion that the nocturnal emission is @ 
possible source of damage either to himself or to others. 


First Aid Methods: DO’S 

DO give the boy a simple, positive explanation of the phenom- 
enon. Tell the boy frankly that the nocturnal seminal emission is 
a natural result of his maturing glandular growth. Reassure him of 
the fact that practically all boys of his age may have the same expe- 
rience during their dreams and that nothing ever happens to them 
or to others as a result. This should also be the general theme of 
your answer to him if he has expressed a fear of insanity or physical 
illness as a result of the emissions. Reassure the boy upon his appar- 
ent “loss of control.” Allay any fear he may have that, because he 
has an involuntary emission in sleep, he will have a similar loss of 
control in his waking hours. You may want to point out to him the 
fact that nature chooses sleep as the time for this phenomenon 
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because during sleep he is relaxed and he will not be distracted 
from any important activity. 

Gently but firmly insist that any parallel in his mind between the 
nocturnal seminal emission and bed-wetting is false. Point out that 
bed-wetting has to do with excretions among infants, whereas his 
recent experience indicates a new power of secretion of which adult 
males alone are capable. Explain that such secretions will give him 
the power to produce children and that pleasure in the emission 
itself is natural. You can inform him of the fact that as he grows 
older he will have nocturnal seminal emissions less and less fre- 
quently. 

DO, in a warm and serious manner, answer any other questions 
in the boy’s mind on the subject. Avoid anything foreboding in 
your tone or manner; try to leave the boy with the impression that 
his new sexual maturity holds promise of his soon becoming a self- 
sufficient adult. 


When to Obtain Professional 
Assistance 


In a number of instances, it may be imperative for you to call in 
Professional help on this problem. An adolescent may be so over- 
come with shame at the experience, or so worried over possible 
Consequences, that, in spite of any information and reassurance you 
give him as First Aider, he may not respond as you would wish. Do 
Not hesitate in this case to seek outside aid. 

Similarly, in spite of all First Aid attempts, a boy may be unable 
to take either of his parents into his confidence about the expe- 
Tience, Possibly earlier behavior problems may become more acute 
after this episode. Here, too, as a First Aider who keeps his partic- 
ular functions clearly in mind, you should wisely step aside and call 
5 the best qualified and available professional in the field of mental 

cealth. 


Prognosis 


The adolescent’s disturbed reactions to his first nocturnal seminal 
emission may be of great intensity; nevertheless, the experience in 
and of itself is rarely responsible for significant damage to the boy’s 
Personality. 
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Frequently, you may hear from a member of the boy’s family 
that the boy’s behavior and personality problems have suddenly 
become worse. This is not because the nocturnal emissions have 
created serious new personality disorders, but rather because they 
have aggravated or brought to light serious and previously existing 
disorders. These, the parents or close relatives may never have 
detected before. 

Handling the disturbed boy according to proper First Aid 
methods as suggested above may prevent the growth of new lasting 
emotional problems for him. It may also keep to a minimum the 
extent to which this experience aggravates previously existing per- 
sonality disturbances. 


Workshop Example 


Morty Y., twelve and a half and an only child, wakes up one 
morning to find his pajamas and bed sheet wet. He can recall no 
other experience like this, since he knows that he hasn’t wet his 
bed. He is bewildered. As he tries to puzzle out the answer for 
himself, he is suddenly struck by a vague but panicky fear that 
something is wrong with his genital apparatus. 

He goes into his parents’ bedroom and wakes them up. He starts 
to describe what has happened to him, but breaks into tears and 
appears inconsolable. Finally calming down, he leads his parents 
into his room and shows them what has happened to his pajamas 
and bed sheets. 

Mr. Y. takes the whole thing very lightly. He chuckles and slaps 
his son on the shoulder, saying to him in a stage whisper, “Well, 
well! The girls had better run when you come along now, eh?” 
Thereupon Mr. Y. adds in a more serious, but still somewhat off- 
hand manner, “Don’t worry, Morty! Everything will be all right.” 
Dismissing the matter like this, Mr. Y. gets dressed and goes off to 
work. 

Morty says nothing further to either of his parents. His mother, 
however, is unable to account for the fact that, although her son 1$ 
apparently not disturbed, he acts subdued and merely nibbles at his 
breakfast that morning. 

During the ensuing week, Morty does not show his customary 
interest in playing with his friends, but prefers to stay home reading 
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or watching television. When called for by his friends, Morty has 
repeatedly begged off from joining them on one lame pretence or 
another. 


Discussion Questions: 

(a) How do you account for Morty’s idea of what has happened 
to him? In other words, what do you imagine the nocturnal emis- 
sion represented to the boy? 


(b) Why was the father’s approach to his son the wrong one in 
this instance? 


(c) If you were Mr. Y., what would you have said or done? 


(d) What First Aid measures might Morty’s mother have insti- 
tuted following her husband’s mishandling of her son? 


SECTION FOUR 


SITUATION: First Aid for the Child Disturbed by Fears or 
Threats that Masturbation Is Dangerous or Wrong. 


Behavior Patterns and the Meaning 
of the Situation for the Child 


The child will not react in the same way to every grownup who 
threatens him. Adult threats are reinforced in varying degrees 
according to the amount of respect or terror with which the child 
views the adult. Much depends upon the previous relationship 
between the child and the particular adult who has broached the 
subject and the threats of masturbation. A child may not be so 
disturbed by the warnings of a janitor who comes unexpectedly 
upon him in the act of masturbation as he would be by the admoni- 
tions of his own parent, teacher, or minister under similar circum- 
stances. The child’s personality, his emotional and social maturity, 
his age, and capacity for understanding are the essential things 
which determine how severe his disturbance at such a threat will be. 

The child under six who is threatened with “dire consequences” 
for having practiced some form of masturbation may be openly 
Panic-stricken at the prospect of “reprisals.” Even if not threatened, 


133 


he may surprise his parents or other authoritative adults by asking 
them to reassure him that he will not die, be maimed, or be other- 
wise punished for what he has done. The young child may be 
specifically and frankly vocal about the possibility of consequent 
damage to his genitals. 

The older child of adolescent age may act with bravado when the 
adult threatens him, but the adolescent’s bold exterior should not 
deceive you as First Aider. Underneath this child’s external defi- 
ance or indifference, you may perceive his real fear that he is doing 
wrong and that something terrible will happen to him as a result— 
exactly as the stern adult warned. A child may betray his involun- 
tary guilt and fear of consequences by suddenly developing pho- 
bias (such as suddenly fearing to go into elevators), by developing 
pronounced irritability, by becoming unexpectedly disobedient to 
his parents, by practicing truancy, by suffering from nightmares, 
headaches, abdominal cramps, or loss of appetite. 

The emotionally healthy child who is threatened for masturba- 
tion by an adult other than his parent will usually seek his parent’s 
opinion of that threat and judge it accordingly. Conversely the dis- 
turbed child will seldom do this. He will try to keep the threat a 
secret from his parent just as he keeps many other things, not just 
his masturbation itself, a secret. His fear may manifest itself in 
some or all of the behavior disorders mentioned above. The point 
you must clearly understand is that while most children conceal 
their actual masturbation from adults, emotionally healthy children 
will be the ones most apt to seek adult reassurance about it. 

Contrary to popular sentiment about how helpless and depend- 
ent babies are, the infant begins life believing that he is the 
all-powerful and all-knowing center of the universe. Slowly, and to 
his sorrow, he learns in the succeeding years that the adult can 
pretty well limit and control his will. Eventually the child comes tO 
feel that it is the grownup and not the child who is the omniscient 
all-powerful being on earth. 

Thus, when an adult tells a child that dire consequences to 
health and character will result from masturbation, the child is 
likely to regard this as the pronouncement of a godlike being. Chil- 
dren, somehow, believe in the adult’s power to carry out even the 
most unbelievable threats. 
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To the child’s feeling that the adult has uncanny powers, you 
must add the fact that genital sensations have, for the child, an 
uncanny quality and intensity. He comes quickly to recognize that 
these sensations are somehow different from all other bodily sen- 
sations, even where ordinary sensations are described by the same 
adjectives: “enjoyable,” “pleasurable,” “exciting,” etc. It is the 
puzzling uncanny nature of the feelings he experiences in masturba- 
tion which may so readily lead a child to believe, even in the 
absence of an adult’s warnings, that danger lies in these sensations. 
The child is likely to feel powerless against such rash adult predic- 
tions as: “Masturbation will undermine your health;” “It will bring 
pimples to your face;” “You will be unable to have children later 
on in life if you continue;” “If you keep it up, masturbation will 
make you go crazy.” 

To understand further a child’s tendency to develop strong guilt- 
laden reactions to masturbation, you must keep in mind the fact, 
established by modern clinical investigation, that the child uncon- 
sciously seeks more than pleasurable sensation alone. Ordinarily, 
a child is unaware of a considerable portion of his aggressive defi- 
ance of parental controls and prohibitions. Through masturbation, 
however, he unconsciously seeks to gratify part of this otherwise 
unexpressed defiance, which is ordinarily so intense that the child 
remains unaware of it. 

Even adults have a continuing need to keep a phase of their early 
Parental defiance a secret from themselves. This fact may partly 
explain why adults customarily react so strongly against the child’s 
Practice of masturbation. Since the adult senses in the child’s act 
the child’s potential revolt against all authority, the adult’s own 
hidden rebellious tendencies are stirred up uneasily and he reacts 
vigorously to suppress them. 

Considering this deeper significance of masturbation for the child, 
can you wonder that he should anticipate “dire consequences” 
even in the total absence of adult threats? With this still in mind, it 
should be easier for you to understand why the child over the age 
of four or five ordinarily conceals his genital play. Finally, this 
explains why the adolescent, who is even more bent upon defying 
adult controls than when he was younger, should also be inclined to 
Teact to his masturbation with more guilt than he did as a child. 
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Why a particular child develops a sustained phobia, or becomes 
a chronic truant, or suffers from recurrent cramps, calls for 
detailed professional analysis into his specific case. However, you 
would be fairly safe in saying that, in the child’s language of behav- 
ior, he does “give himself away” to perceptive adults who can under- 
stand why and how deeply he feels his anxiety and guilt. 


Persons Best Suited to Render 
First Aid 
These are the child’s parents. If at all approachable by the child 
on the subject, parents remain the first choice as First Aiders even 
when they themselves have been responsible for any threat which 
has upset the child. This is because the child still regards his par- 
ents as the persons best able to protect him against imminent danger 
and to release him from gnawing guilt. 


Goals of First Aid 


1. To assure the child that neither personal danger nor damage 
can result from masturbation and that the practice is a harmless 
form of human activity* so long as it is not practiced in such man- 
ner as to disturb or embarrass other people.** 


_ 2. To restore the child’s self-regard to a healthy level by help- 
ing him to see that he has done nothing that other children haven't 
always done and that he is neither peculiar, degenerate, nor “bad.” 


3. To encourage the child in re-establishing a good relation- 
ship with his parents, especially if the child’s disturbance has made 
him act unusually defiant toward his parents. 

4. To prevent the child from developing distorted ideas about 
sexual functions generally, which might interfere later in life with 
the success of his marital, parental, and social activities. 


First Aid Methods: DON’I’S 
DON’T repeat the threats of danger yourself. If you should have 
any doubt in your mind as to whether the threat has truth in it, 


* This statement must bear qualification. In rare instances, a child may, for 
example, use an injurious instrument for manipulation in masturbation. 
** The child over five or six who persists in masturbating publicly requires 
more intensive and prolonged help than First Aid is designed to give him. 
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Consult your doctor and inform yourself upon the harmless physical 
effects of masturbation. 

DON’T attempt to justify the threats which other adults may 
have made to the child. There is no validity whatsoever to popular 
Superstitions regarding the “terrible results” of masturbation. The 
practice does not cause pimples, does not drain physical energy, 
does not affect either the mentality or the future fertility of a child, 
etc, 


DON’T tell a disturbed child merely to forget about warnings 
or threats he has heard. If a child is worried, this should indi- 
cate to you that he has a sense of guilt which has been aggravated 
by his own worries or by hearing talk or hints of “consequences.” 
The child has probably done all he can to forget about this before 
you discovered he was disturbed. You don’t help him by merely 
telling him to do what he has already failed to do by himself. 

DON’T joke or make light of a child’s anxiety over such threats. 
The child may interpret this as added ridicule of him for having 
Practiced masturbation. You will only add to his guilt and worry 
by so doing. 

DON’T ignore a child’s concern. It may not go away by itself, 
and the misconceptions concerning sexual function which adult 
threats ordinarily spread may distort the child’s emotional life 
in the future. 


First Aid Methods: DO’S 


If you yourself have been one who has made threats or has 
backed them up in any way, admit frankly to the child that you 
have made an error. This does not mean you have to relinquish 
your dignity in so doing. It takes a full-grown person to acknowl- 
€dge an error, and such a person quickly wins rather than loses a 
child’s respect. 

To relieve a child’s fear of physical danger from masturbation, 
you may point out to him that he is accustomed to manipulate 
Other parts of his body without any harm to them. 

As First Aider, you should speak with composure and in a tone 
of quiet conviction. You should offer to seek the opinions of pro- 
fessionals concerning any questions you are unable to answer. Ex- 
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plain that you can assist him only if he Shares his concerns with 
you. Show him how much better it is for him to seek knowledge 
and face facts with you than to remain alone with his unreal fears 
and disturbing fantasies. 

Should the child bluntly ask you whether adults known to both 
of you have practiced masturbation as children, your answer should 
be honest and direct. An admission on this score by a healthy 
adult is the best possible proof to the child that he himself will 
suffer no ill effects as a grownup.* 


When to Seek Professional 
Assistance 


Seek help if the child’s misgivings should continue in spite of 
your having applied the foregoing First Aid methods. Seek help also 
if the child replaces his previous disturbed behavior with new pat- 
terns of emotional unrest. 

Where the child shows a need to masturbate frequently and, at 
the same time, virtually abandons interest in his relationships with 
his family and friends, you may recognize this as further cause for 
calling in professional assistance. (See previous footnote.) 


Prognosis 


A child who has benefited from prompt First Aid as outlined 
above, should suffer no lasting effects from “threats” or “fears 
which had disturbed him. 


Workshop Example 


Stanley R., age fourteen, has been troubled with acne of his 
face during the past year. One day, at a community pool, the life- 
guard says to him, “If you want to get rid of those pimples on 
your face, you had better stop playing with yourself!” Stanley 
laughs as though unconcerned. 

The next day he turns down an invitation offered by his teacher 
to sit in the audience of a television broadcast. He gives the excuse 


* Genital manipulation in infants or toddlers need cause no concern where no 
other behavior traits indicate emotional tension. Masturbation in an older 
child need cause concern only if the child indulges in this practice very fre- 
quently, over a long period, and to the exclusion of any real interest in other 
activities. 
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° ‘ 
to his teacher, “You know they turn the TV cameras on the audi- 
ence and I don’t want everybody seeing my face.” “What’s wrong 
with your face?” the teacher asks. Stanley’s eyes burn with tears 
and he says, “Can’t you see?” 


Discussion Questions 

(a) Why should a casual remark like the lifeguard’s have such 
a striking effect upon Stanley’s feelings? 

(b) Being well informed, Mr. Jones, Stanley’s teacher, suspects 
that the boy’s sudden self-consciousness is connected with his 
guilt over masturbation. What First Aid procedures should Mr. 
Jones follow in order to be of the greatest help to Stanley? 


(c) If you were the dean of boys to whom Mr. Jones reported 
the situation, what further developments might make you refer 
Stanley for professional assistance? 


SECTION FIVE 


SITUATION: First Aid for the Child Disturbed by Traumatic 
Sexual Experiences. 


You may classify as traumatic any sexual experience which pro- 
duces severe shock and tension within a child. These reactions 
may appear where a child has been the victim of rape or seduction, 
has been an unwilling party to a homosexual activity, or has been 
a witness to some form of sexual exhibitionism. These need not 
be completed in order to upset the child. Even though it be foiled 
In time, the attempt at rape may nevertheless still be devastating 
to the child’s composure. The incompleted homosexual activity 
May similarly affect his peace of mind. 

As First Aider, you must grasp the significance of this point. 
For unless you do, you are likely to believe, along with many other 
adults, that since such full-fledged experiences as the above occur 
relatively infrequently among children, they do not warrant being 
Classified among the emergencies of childhood. 

There are no reliable figures available recording all the various 
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types of sexual experiences in which children are involved. Statistics 
published in the 1951 World Almanac list a total of 16,380 cases 
of rape in all age groups throughout the United States for the year 
1949. Do not conclude from this relatively small figure that the 
problem is therefore one that scarcely concerns the ordinary child. 

What of the attempted or threatened rape of a child? There are 
no valid statistics for this sort of experience. They are seldom 
reported to the courts. When they are, they are seldom recorded 
unless an arrest is made. Yet how often have you heard of some- 
thing like the following taking place. A girl of ten is on her way 
to school when a strange man seizes her by the wrists and hauls 
her into the doorway of a nearby house. Before he has had time to 
do more than clamp his hand over this girl’s mouth, a tenant of 
the house comes downstairs. The strange man lets go of his in- 
tended victim and flees out to the street. The frightened child may 
tell her parents and perhaps her teacher. She may be too embar- 
rassed to tell that the man tried to put his hand on her genitals. 
The police are notified—but no trace of the man has been picked 
up. The incident is not recorded anywhere—except in the mind of 
the girl and her parents. 

Parents, teachers, clergymen, and guidance counselors know that 
in varying degrees of seriousness these childhood experiences are 
far from uncommon. Psychiatrists who delve into the past of their 
adult patients unearth with great frequency early experiences with 
actual or attempted rape or seduction, with homosexual activity, 
or sexual exhibitionism. 

As First Aider you must not overlook the possibility that such 
incompleted experiences may have traumatic effects upon children. 


Behavior Patterns and the Mean- 

ing of the Situation for the Child 

A child under six may calmly enjoy sexual activities which in 
older children or adults might produce extreme agitation. This is 
likely to be true only so long as the activities do not cause the 
child pain or threaten his sense of safety. In that case the child 
will react in much the same disturbed way as an older child. His 
symptoms may show themselves in his general irritability, his 
unusually subdued behavior, his “unaccountable” loss of appetite, 
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his inability to concentrate, to sleep well at night, or to confide 
“things” in his parents. 

You may observe, among children six years of age or over, a 
wide variety of reactions to the experiences listed above. This variety 
will be determined by such common factors as their age, their emo- 
tional stability, their relationship with their parents, their knowledge 
of sex in general, and their previous experiences (if any) of this 
nature. 

As we have said, statistics on this subject are both unavailable 
and misleading, but you may observe that where a child of six or 
Over is the victim of the adolescent or adult sex pervert that child is 
likely to be a girl. Boys are not usually approached with any show 
of violence by perverts. If a female child is subjected to actual or 
attempted rape, she will become agitated, panicky, fearful, and 
generally bewildered. If she is a pre-adolescent (ten-thirteen), she 
may threaten or attempt suicide in reaction to the experience. She 
may be equally disturbed, though perhaps with not quite the same 
intensity of feeling, by attempts to engage her in homosexual activ- 
ity or make her a witness to sexual exhibitionism. 

Barring the absence of physical pain or danger, younger children 
will react less violently to these experiences than older ones. The 
Teasons for this are obvious. To a child under four or five, participa- 
tion in such sexual activity is apt to seem much like ordinary play. 
Preschool children are often blithely unaware of the intensity of 
emotion displayed by the adult or adolescent seducer. They are 
More than likely to be unaware that the “play” proposed is 
“strange.” 

On the other hand, it is improbable that a child of six or over 
will fail to be aware of this. Accordingly, he will more readily 
become frightened by the advances of the seducer. If his own geni- 
tals are stimulated, he may be unable to understand the queer 
tensions and feelings created within himself. Even if such feelings 
Seem pleasurable to him, they may have an unfamiliar quality 
that disturbs him. (See chapter 5, section IV, “Fears or Threats 
that Masturbation Is Dangerous or Wrong.”) 

In addition to everything else, you must reckon with the fact 
that in some instances the child is placed in a position of helpless- 
Ness. Notice how on his first visits to the barber a little boy will 
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squirm at being at the mercy of the barber. Observe how a little 
girl or boy may nervously resist the doctor’s examination of ears, 
eyes, nose or throat. Certainly the blow to a child’s sense of 
equilibrium and self-sufficiency is likely to be immeasurably greater 
than this, should he or she become the victim of a rapist, a homo- 
sexual, or a sexual exhibitionist. 

For the girl of six or over, being forced to witness sexual exhibi- 
tionism often has particularly distressing effects. The offender is 
usually an adult male, and the place is likely to be a side street, a 
deserted section of a park, a public conveyance, or a little-used 
portion of a public institution, such as a school basement or a 
station platform. Under these circumstances, the exhibitionism of 
which the girl is an involuntary spectator, may take on special 
significance for her. Careful clinical studies have shown that the 
exhibitionist’s unrestricted display of his sexual organs or sexual 
activity often threatens the child’s confidence in her own control 
over parallel but now repressed impulses within herself. 

The child of six and over has but recently begun to experience 
some measure of success in his struggle to bring his own maturing 
drives under control. Usually he has already put his infantile desires 
to suck, bite, excrete, and masturbate on his list of socially ob- 
jectionable acts. He has classified them “controlled” just as he is 
trying to classify his angry, hungry, greedy, and assaultive inclina- 
tions as “controlled.” The exhibitionist’s unbridled freedom, espe- 
cially in a public place, may upset the child’s security regarding 
his success in establishing his own inner controls. The terror with 
which the child runs away from such an experience may be proof 
of the violence with which the exhibitionist threatens the child’s 
own inner equilibrium. 

A word should be said here of the tensions which “exhibition- 
istic” parents themselves sometimes inadvertently create in their 
child. Some years ago there was a school of psychology which 
propounded the idea that parents might free their children of cer- 
tain unnecessary inhibitions by frequently displaying their own 
nudity in front of them. Though this theory has long since been 
discredited, some parents today, apparently having just heard of it, 
feel they are rendering their children a valuable service by de- 
liberately undressing in front of them or going to the toilet in 
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their presence. Parents should bear in mind, as indicated above, 
that making the child over the age of three or four a witness to 
sexual exhibitionism in any form may weaken the whole structure 
of the child’s developing controls over all his feelings and impulses. 
As a matter of fact, healthy modesty does not have to be taught 
and you may witness its spontaneous beginnings in children after 
the ages of six to eight. 

In the child’s language of behavior now, what is the meaning 
of an extreme reaction on his part to a traumatic sexual experience? 
What is a girl of ten trying to tell you when she develops loss of 
appetite as a reaction, let us say, to an attempted rape? Is she not 
simply trying to express her general lack of appetite for what has 
happened to her? Is not her inability to concentrate an expression 
of her fear that the experience will come back into her mind? Are 
not her possibly suicidal impulses partly her way of expressing, even 
more strongly, her desire to destroy all evidence of the experience 
she has just lived through? 


The Person Best Suited to Render 
First Aid 


For the child up to eight or nine years of age, the person best 
Suited to render First Aid is the mother. For the pre-adolescent 
(ten-fourteen) or adolescent child (thirteen-seventeen), the parent 
of the child’s own sex is the preferred choice. If neither parent is 
available, an emotionally composed adult who is known to the child 
makes the next best First Aider. 

Goals of First Aid 


1. Because of the extremely serious nature of some of these 
experiences for a child, your primary aim as First Aider will be 
to secure a prompt medical examination for him and to have the 
physician provide whatever sedatives or other physical First Aid 
is indicated. 

2. Likewise, because of the great possibility of severe lasting 
effects of the child’s experience, your ultimate goal will be, in all 
Cases, to secure psychiatric guidance for this child as soon as you 
can. This means nothing less than securing the aid of either a 
Private psychiatrist, a child guidance clinic, or a family service 
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agency. (See chapter 11, “How to Obtain Professional Assistance 
When Necessary.”) 

3. In the meantime your aim will be to restore the child’s self- 
control by relieving his acute anxiety as much as you can. 


4. Reducing the child’s fears and exaggerated attitudes promptly 
may help to achieve a further goal more easily—the elimination 
of obstacles to his development of healthy social and sexual rela- 
tionships throughout his life. 


First Aid Methods: DON’I’S 


DON’T scold or upbraid a child who has been seduced into one 
of these experiences. This would be akin to spanking him for getting 
hit by an auto. Even if the child was, to some degree, a willing 
participant in the sexual experience, your scolding him in the face 
of his present acute distress would make him think you were merely 
trying to heap additional suffering upon him. 

If the child is still in an acutely agitated state, DON’T subject 
him to questioning on what happened until he is able to verbalize 
coherently. Try to prevent police or other authorities from interro- 
gating him until he has come out of his first shock. 

DON’T ask a child who is still suffering from agitation to con- 
front his seducer with what he has done. This might merely increase 
the child’s agitation beyond the control point. 


DON’T either minimize or exaggerate the situation beyond what 
it already is for the child. DON’T let a child’s apathy or listless- 
ness mislead you into thinking that he does not realize what has 
happened to him. Remember that apparent apathy is one of the 
child’s ways of expressing his distaste for what he has done or what 
has been done to him. 

DON’T be carried away by your feelings to the point where, in 
front of the child, you condemn all sexual activity, even for adults, 
as dangerous, gross, obscene, unnecessary, or undesirable. One of 
your important goals is to prevent the child’s sexual and social 
relationships with others throughout his life from being warped in 
any way by the experience. Going all-out against adult sexuality 
will hardly make it easier for the child to retain healthy attitudes 
toward sex. Perhaps the better thing for you to do, if you wish to 
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characterize the experience for the child, is to point out to im 
that the behavior he has been subjected to is not that of truly 
happy, healthy people. Here again, perhaps, your greatest ally for 
teaching the child is his capacity for understanding the nature of 
love. (See chapter 5, section I, “Learning about Conception, Preg- 
nancy, and Sexual Function.”) 


First Aid Methods: DO’S 


Should it rest within your power to shelter a child who has 

recently emerged from a traumatic sexual experience, do your best 
to create a warm yet composed atmosphere for him. This may not 
be easy. If you are connected to the child by ties of blood or affec- 
tion, your emotions may feel anything but composed. Yet it is 
important for you to work hard at this. If you succeed, you will 
be able to do several necessary things with a clear head and with- 
Out alarming the child further. 
_ Your first task, after you have made the child feel that he is 
in warm, capable hands, is to call in a physician. You will want 
to do so for two important reasons: to examine the child for phys- 
ical injury and to administer a sedative which will help quiet the 
child’s nerves where necessary to do so. Since the child may be in 
a state bordering upon incoherence, you must be the one to gather 
the facts together before the doctor arrives so that he may know 
what to examine the patient for and what to prescribe in the way 
Of sedation. 

Meanwhile your job as First Aider is to furnish the child, through 
your behavior, with a living example of adult stability, warmth, and 
Understanding, No verbal formula you can concoct will match this 
for effectiveness. Let your attitude toward him convince him that 
your first and only consideration is his welfare and peace of mind. 

Encourage him with sympathetic manner and speech to describe 

is experiences, his feelings, and his fears as fully as he wishes when 
he is able to do so. Allow him as many repetitions of his story as 
€ likes—without your showing displeasure or boredom. 

Patiently explain as often as is necessary that the behavior which 

as made him suffer so is not typical of the behavior of healthy, 


happy people, 
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When to Obtain Professional 
Assistance 


As we have stated previously, you should always seek profes- 
sional assistance for both the child and his parents in these situa- 
tions. You should procure the services of a physician immediately. 
Do not take the child’s word for it that no harm has come to him. 
(Children often conceal these things; even from themselves.) Try 
to procure promptly, also, the guidance of a psychiatrist, family 
service agency, or child guidance clinic. A traumatic experience 
of this nature can have a lasting effect upon a child’s attitudes 
toward marriage, sex, childbearing, and people in general. Only by 
securing adequate psychiatric counsel for the child, can you pre- 
vent distortion and imbalance in the child’s future personal rela- 
tionships. , 

Prognosis 


With proper professional assistance for both the child and his 
parents, the undesirable effects of a traumatic sexual experience 
may be kept to a minimum. Do not expect all signs of a child’s 
agitation to disappear overnight or even for several days or weeks. 
As in so many other situations, the gravity of a child’s lasting reac- 
tions will depend to a large extent upon what he was like before 
the experience as well as after it. 


Workshop Example No. 1 


A strange elderly man offers Lisa T., age four, a bar of candy 
if she will come to the roof of her apartment building with him. 
Left outside on the street for a few minutes while her mother goes 
into their first-floor apartment to telephone, Lisa lets herself be 
lured into the self-service elevator and thence to the roof of the 
building. 

A minute or so later, a woman tenant who has gone up to the 
roof to hang out her wash comes upon the man and the girl as 
the man is trying to get Lisa to take his penis in her hands. The 
woman tenant screams and frightens off the man who flees over a 
parapet wall to the roof of an adjoining apartment house. 

Lisa reacts to the woman’s screams by crying uncontrollably, 
although she has previously shown no signs of being frightened 
by the man’s actions. 
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Discussion Questions 

(a) What would you, as First Aider, have done if you had been 
the tenant who discovered the situation? 

(b) Someone goes to get the mother who has been looking for 
her child. Meanwhile, the gathering knot of neighbors can come 
to no agreement as to the best way to break the news of what has 
happened to the mother. How would you, as First Aider, suggest 
it be done? 

(c) What would you recommend as to further handling of the 
child by the parents after she gets home? 


Workshop Example No. 2 


Mr. and Mrs. Martin, a young couple living in a suburban home, 
answer a frantic ringing of their doorbell at eleven o’clock one 
evening. They discover Joan B., fifteen, who has wandered up the 
Steps of their porch in a state of hysteria. In jumbled, incoherent 
fashion, Joan tells a story of having been beaten and raped by three 
teen-age boys. She had let them pick her up in a neighborhood park 
and she had willingly gone on an automobile ride with them. They 
had driven to a lonely road on the outskirts of town, attacked her, 
and then driven off without her. 

Mr. and Mrs. Martin notify the police who soon arrive in a 
Patrol car. 


Discussion Questions: 

(a) What are the immediate First Aid goals of the young couple? 
What are the best ways in which you can suggest they achieve 
them? 

(b) What should be the First Aid goals of the police and how 
May they best achieve them? 

(c) In what manner should the girl be returned to her parents? 
What further problems does contacting Joan’s parents present to 
the First Aider? 

(d) What are the most important First Aid principles which 
the parents themselves should follow immediately with their 
daughter? 
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guilt. In between these two 
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extremes lie innum A E 


have to determine eventually is whether stealing represents a tem- 
porary, superficial disorder or a deeper personality disturbance in 
the child. 

There are a number of measuring rods by which you can gauge 
the approximate extent of a child’s personality damage: 1. the 
frequency with which a child steals; 2. the value of the objects he 
Steals; 3. the degree of punishment which he is willing to risk in 

Stealing; 4. the length of time the behavior pattern has existed; 
5. the age of the child; 6. his behavior at home and at school. 

To administer effective emergency First Aid to this child, you 
should gain as much insight as possible into. the meaning of his 
behavior in this situation. You can gain this insight by investigating 
(as well as circumstances permit) a number of factors concerning 
the child’s behavior before, during, and after the act of stealing. 
Doing this will have additional value (see “Goals of First Aid”) 
because, among other reasons, you can, if necessary, then pass along 
this information to a professional, experienced in treating problems 
Of delinquency among children. 


Behavior Patterns and the Mean- 
ing of the Situation for the Child 


A. Behavior before the act of stealing: 


A hg child or adolescent delinquents fall into the “first offender” 
prehe aa record of their behavior, previous to their being ap- 
Dn nded for the act of stealing, has shown no evidence of general 
aaa disturbances. They are seemingly alert, well-adjusted 
comm uals. They conform to parental wishes, school regulations, 
good uay customs. Their learning progress in school may be 
adults gon outstanding. They seem to adapt themselves well to 
of S or other children. In the lives of these young people, the act 
Stealing seems to come as a sudden impulsive pattern. Often 
's act is isolated—it has never occurred in their behavior before. 
of tte oon behavior of other “delinquents” who commit acts 
Other ape may, on the other hand, contain marked evidences of 
Hs Personality disturbances. In some children you may find a 
exter: of nervous disorders such as nightmares, enuresis, frequent 
Sions of fear and inadequacy. Emotional immaturity and 
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instability or chronic irritability will have always characterized 
nalities of this type. - . 

ae Pher children, the detitbance may have previously taken 
the form of what you may classify as antisocial rather than nervous 
behavior: temper tantrums, lying, truancy, assaultiveness, destruc- 
tiveness, failure at school, disobedience, seclusiveness, general 
bravado, open indifference or disregard for the needs and feelings 
of others. * A 

You may, of course, come across various combinations of these 
behavior patterns in any given child. You may recognize both nerv- 
ous and antisocial behavior patterns in varying proportions within 
the same “delinquent.” The movie sterċotype of the hardened, 


tough, unemotional “Dead End Kid” represents only one kind of 
“delinquent” personality. 


B. Behavior during the act of stealing: 


It is important for you to observe what kinds of things a child 
steals and from whom he takes them. These facts will aid your 
understanding of the child’s motives. To some extent they will 
indicate either the superficiality or the seriousness of the behavior 
disturbance itself, 

“Delinquents” usually begin by stealing small unimportant things. 
A child under the age of six or seven will seldom steal anything 
of great value. His spoils are Ordinarily trinkets, relatively small 


amounts of money, articles of clothing, jewelry of whose value the 
child has no estimate, 


parts of stamp or coin collections, the toys 
of other children, etc. 


f Since the value of such Objects to the child is almost zero com- 


pared to the risk and suffering involved, you may assume that they 
must hold for him a symbolic value of some kind. Thus some so- 
called “delinquencies” are fundamentally acts which resemble acts 
of fetishism, rather than acts against society. A fetish is an object 
which has a compelling fascination for a child because of its 
symbolic meaning to him. Obtaining it represents the achievement 
of a sense of security and a release from inner anxiety. His stealing 
it represents his satisfaction of a compelling personal need rather 
than a basic antisocial attitude 


If a child under six or Seven steals, he usually does it in some 
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such manner as the foregoing, under pressure of some acute tension 
which he does not understand. When he steals intrinsically value- 
less objects, the act does not represent for him a cold, calculated, 
antisocial pattern so much as an isolated impulsive act. You may 
find exceptions to this rule occasionally in situations where an adult 
(or older child) is directing a young child into delinquent behavior. 
You might call this a kind of Fagin-Oliver Twist situation, where 
most of the blame would rest upon Fagin. For here the child 
steals in order to please and ingratiate himself with the adult 
(or older child) rather than to obtain stolen goods for their 
own sake. 

Stealing may represent a more serious personality disturbance 
than this—where the child is older. In that case, the objects are 
likely to be stolen for their monetary worth so that the child may 
purchase things for himself or others. If the child steals valuable 
Objects in order wantonly to destroy them, you may regard this as 
a possible indication of an even more serious disturbance than a 
purely impulsive or ingratiating act. (See chapter 6, section II, 
“Vandalism.”) 

In cases of true kleptomania (which you will rarely find in a 
child before adolescence), the stolen objects are seldom sought 
for their own sake. The adolescent who displays kleptomaniac 
tendencies steals out of compulsion, not greed. He has a feeling 
that his emotional tensions or anxieties can only be relieved by 
Stealing. But it is the act of stealing itself rather than the acquisition 
Of the objects stolen which satisfies him and temporarily banishes 


his tension. i 
The person (or place) from whom a child steals may constitute 


another important clue to the meaning of the child’s behavior. 
Should a child steal from his parents, brothers, or sisters, his 
behavior may be expressing one of a number of things: 


1. The act may be a child’s involuntary way of showing resent- 
Ment toward a parent or a sibling. Stealing something from his 
Mother may, for instance, be the child’s method of saying to her: 
“Tam taking something by force which you will not give me of your 
own free will.” The situation need not represent an actual refusal 
Of love or anything else on the mother’s part; it is enough that the 
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child may only imagine he has been refused. Jealousy of the parent 
of his own sex as well as of a sibling may also play a part in 
motivating the young child’s theft. The object a child steals from 
his parents or siblings may represent seizing love and affection 
which the child feels is forbidden to him and is instead bestowed 


upon other members of his family. The child may not be aware of . 
the actual extent to which these feelings trouble him and may - 


vehemently deny them in all sincerity if you question him. He may 


be trying nonetheless to express these very emotions through his 
behavior. 


2. The act of stealing from his parents or siblings may represent 
the child’s desire to show off his “possessions” to others outside of 
the family. Possession of the stolen objects may bring a renewed 
sense of importance to a child who may be inwardly suffering from 
anxiety or a sense of inadequacy. Showing off the objects he has 
stolen may make him feel big and worthwhile; the emphasis here 
is on his enjoyment of the anticipated admiration of friends or adults 
which he feels certain he could not gain for himself without steal- 
ing. 

3. The child ma 


y use the stolen objects as a direct bribe to 
adults or other chil 


| dren. His aim here may be to ingratiate himself 
with adults or other children by bestowing upon them the “loot” 
he has acquired. This is Particularly true of children who are un- 
able to get along with their contemporaries and seek acceptance 
from older children, 

Theft from other members of his family, from school, or from 
strangers may be similarly motivated, 

In addition, the child ma 


5 y have somewhat different reasons for 
stealing and 


may steal under quite different circumstances. 

1. Here again would fall th 
a child upon occasion feels 
object which belongs to someone outsi 
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2. A child may also steal in order to run the risk of punish- 
ment. Such a child may be habitually under great inner anxiety 
and nervous tension for reasons he cannot explain. Although the 
child may clearly perceive the risk of punishment and its un- 
desirability, his provoking behavior is not as paradoxical as it 
Seems. It suggests some degree of purpose behind it. Provoking 
a situation in which his tension has an actual cause which he can 
readily see in the world of reality affords a child a peculiar form of 
temporary relief from his inner tensions. He is happy to find a 
threat in the outer world which seems to account to him for his 
Previous tension. Although he does not realize this, it is his own 
conscience which really seeks punishment for him. Thus, the police- 
man who arrests him performs an unwitting service for this child by 
giving him a “real” reason for feeling nervous. Possibly this child 
chooses to provoke the law, the school, or strangers because those 
Not quite so close to home may punish him more readily and be- 
Cause the real risk is thereby increased for him. 


3. Winning favor from other children who show antisocial behav- 
ior is another aim that may operate within the child. Membership in 
the gang or some other antisocial group may offer him much- 
needed “moral support” for flagging self-esteem. The child may 
substitute the “gang code” for the inadequacies and inconsistencies 
he has discovered in the teachings and behavior of his parents or 
family. In order to win the fullest recognition from this “gang,” 
the child may feel he has to steal from adults outside of his family. 
The greater risk and daring involved in such thefts often give the 
child greater assurance of “gang” recognition. 

A child’s dependence upon the security of a gang should indicate 
to you that he might not be entirely conscienceless about commit- 
ting a theft. Even with the group ethics of the gang to support him, 
Such a child or adolescent may ask for a secondary role in an act 
of Stealing. The gang, or other antisocial group, thus represents 
for him a kind of balance-weight or counter-conscience which he 
needs to prevent his inclinations to conform socially from getting the 
better of him. This child may be the one who “merely” plays the 


lookout or the decoy during a theft. , 
Still other children can be quite belligerent and daring as part of 
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a gang, but may be unable to be anything but mild and ingratiat- 
ing when on their own with their families or others. 


C. Behavior after a Theft: 


A third important phase of a child’s behavior is how he acts 
when confronted with his delinquency. 

Very young children, under five or six, are likely openly to admit 
stealing, especially where, as we have pointed out, the objects them- 
selves are toys, trinkets, and other objects of little intrinsic worth. 
This child is likely to express amazement that his theft is so unac- 
ceptable to adults. “I just took it,” the child may say; or “he wasn’t 
using it; he doesn’t even care if I took it.” k 

This is usually the reaction of the child who has stolen on 
impulse, in an isolated instance. This type of pilfering or “borrow- 
ing” is quite common among very young children. This behavior 
pattern is frequently an important part of the child’s total learning 
experience. He may progress through this experience to acknowl- 
edge the property rights of others. In such cases, the child will 
usually not steal again after having been confronted with the serious 
disapproval of his family. 

A somewhat older child who has stolen on impulse in an isolated 
case may make penitent and heartfelt confession when faced with 
his act. Such genuine remorse may often result in a child’s making 
prompt and sincere efforts to make amends for his theft. This is 
the type of “first offender” for whom one brush with the law seems, 
in truth, sufficient. 

In other cases a child’s tears may express his confusion over his 
motives as well as his penitence. Where the child has committed a 
theft primarily to obtain a release from inner anxiety, the child may 
actually experience a deep feeling of innocence about his theft— 


having been able to rationalize it so that it seems an entirely just 
act. He may, therefore, cry because he is so convinced of his own 
innocence, 


The child whose behavior Previous to the stealing has been pri- 
marily antisocial (characterized by lying, 


obedience, etc.) may be able to put up a 


with stealing. He may coolly and insistently deny the charge in 
spite of all evidence against him. He may have established a busi- 


fighting, truancy, dis- 
bold front when faced 
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nesslike alibi, and thus may very well try to shift the blame for 
stealing upon others. Again, this child may become self-righteously 
indignant when accused of stealing. His failure to achieve exoner- 
ation may bring him into a temper tantrum, characterized by curs- 
ing, yelling, crying. He may attempt to assault others in his rage or 
even injure himself. 

What does this mean in the child’s language of behavior? You 
may not take this “bold front” at its face value any more than you 
take the “penitent” child’s tears at their face value. In order to 
understand this child’s behavior, you must keep in mind some of 
the possible motives the child had in stealing. (See B: “Behavior 
during the act of stealing.”) The child who insistently denies steal- 
ing may be more interested in concealing the anxiety (which is his 
underlying motive) than in concealing the stealing itself (in which 

e may have been caught “dead to rights”). The very vehemence 
or obstinacy of his denials may show how fearful he is of having 
his basic reasons for stealing exposed to himself or others. 

For instance, take the case of a child who steals because he 
habitually feels uncomfortable when not running the risk of punish- 
ment. If caught and questioned directly along these lines, this child 
would vehemently deny that he was really after the punishment 
rather than the object stolen. He would insist to the end that it was 
the pilfered object he wanted. Although he is unaware of it, his 
bold front would be intended to screen his weakness not his “bad- 
Ness.” The deeper purpose of the brazenness he might show would 
Not be to hide the fact that he stole, but to hide his wish to be pun- 
ished for stealing. The child may go to extreme lengths of behavior 
to put this hoax over upon you—and upon himself. 


D. Conclusions: 

We can see from this discussion how varied may be the behavior 
Patterns as well as the motives of children who steal. The stealing 
May represent a superficial, isolated act; or, in other cases, a deeper, 
More serious personality disturbance. You can learn a great deal 
about the degree of disturbance deep within a child by noting his 
behavior before, during, and after the act of stealing. 

You may sum up the various meanings of this situation for the 
child as follows: The act of stealing may be his impulsive means of 
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achieving satisfaction or release from tension which he cannot 
imagine obtaining by any other methods. Stealing may also mean 
his achieving a feeling of equality with other children, especially if 
they too are delinquent and if the child feels no one in his home has 
any real regard for him. In cases where the child steals compulsively 
(kleptomania), the act is impelled by the child’s irresistible feeling 
that he cannot possibly continue without stealing some object. 
Many children steal in such an obvious or overaudacious way as to 
make being discovered inevitable. (Many of the well-known “fatal 
mistakes” committed even by the cleverest criminals may be 
explained by this same motive.) This shows that these children 
may derive some unwitting satisfaction out of punishment or the 
tisk of danger. Numerous case studies on individual children have 
confirmed the fact that this is actually so. 

One thing is certain. You can no longer credit the old beliefs 
that all children steal simply because they are “bad,” or because 
they are greedy, or because they haven’t been taught right from 
wrong. Aside from just being an expression of retaliation, the act 


of stealing may have symbolic meanings for a child which he him- 
self cannot understand—not, at least, without help from enlight- 
ened adults. 


Persons Best Suited to Render 
First Aid 
S parents are the best First Aiders for him; barring 
posed adult who has a close relationship with the child 
able to adhere with firm conviction to the points of 
sed below under First Aid Methods. Such a person 
adult relative, a friend of the family, the family doctor, 


the child’s pediatrician, or a clergyman. If the situation develops 
away from home, the First Aider should be someone emotionally 
close to the child who has, 


c at the same time, authority in the situ- 
ation. If the stealing took place at school or at camp, for instance, 
the responsibility for First Aid might well fall upon the school 
principal or the child’s teacher, the camp director or the child’s 
counselor, 


The child’ 
these, a com 
and who is 
view expres: 
might be an 
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Goals of First Aid 


1. To prevent any actions on the part of adults or other children 
which might intensify the child’s antisocial inclinations. 

2. To help build up within the child the genuine reassurance + 
that responsible adults, as well as other children, respect him as an 
individual with legitimate needs and complaints of his own—in 
spite of the fact that these same adults or children cannot accept 
his stealing as an approved method of self-expression. 

3. To help the child, as well as other children or adults in the 
child’s life, gain deeper understanding of those of his problems 
which may have contributed to his disturbed behavior. 


First Aid Methods: DON’I’S 


DON’T use corporal punishment on a child who steals. Slapping 
him, beating him, or in any way hurting him physically may drive 
the child’s tensions and discontents out of sight, but not out of 
operation, Since there may be a chance that the child has stolen in 
Order to provoke punishment, your hitting him will simply help 
him perpetuate this unhealthy behavior pattern. You may note that 
when caught stealing, a child may use foul or insulting language 
toward the adults who apprehend him. DON’T yield to the tempta- 
tion to use physical force on him because of this. This may be just 
an additional way the child has of provoking you to punish him with 
physical violence. Of course, using force to defend yourself against 
a child or to prevent him from attacking others may be necessary. 
But the amount of force you use should be in proportion to the 
need for restraining him. DON’T use the child’s resistance as an 
excuse for inflicting vengeful injuries upon him. 

DON'T ridicule a child for what he has done, or compare him in 
uncomplimentary tones or words with other “good” children. As 
We have seen, a child may steal in order to reinforce himself in a 
Peculiar way against a sense of being unloved, inadequate, or infe- 
tior, Treating him to unfavorable comparisons or subjecting him to 
ridicule may merely convince him of his own unworthiness in your 
eyes. Should you then later express your confidence in his ability 


to give up stealing, you might merely convince him that you are 


both inconsistent and insincere. 
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DON’T threaten the child that he will be sent away from home 
or “thrown out of the house” if he steals again or if he does not 
confess. Such threats may make you feel better for having vented 
your ire; they may, however, strengthen the child in an unhealthy 
feeling that he is surrounded by fundamentally hostile people who 
want to punish, not help him. This is a basic attitude in the anti- 
social child which you, as First Aider, want to break down—not 
build up. 

DON’T promise to conceal the child’s act of stealing from one or 
both of his parents. Doing this would widen any already existing 
breach between child and parent. Your goal is to enlighten the par- 
ents as to the possible disturbances within the child and to enlist 


their aid in improving any circumstances which may have contrib- 
uted to his acts of stealing. 


DON’T utilize police authorities as representatives of society’s 
“revenge” for what the child has done. If you need the police, either 
for the child’s protection or your own, that is another matter. How- 
ever, sometimes parents or other adults present the police to the 


child in such a light that they seem to be the enemies of all freedom 


of action. (You hear mothers saying to toddlers, “If you don’t stop 


crying, I’m going to tell the policeman over there.”) Such a pre- 
sentation tends to make the child look upon the law as the enemy of 
all children’s freedom. Your goal, especially with a child who steals, 
is not only to help him feel that he can conform but that his interests 
are one and the same with those of the law. Present the police as 
men whose mission is to protect him rather than punish him. 


First Aid Methods: DO’S 


tuation that you must punish a child 
) tly and with conviction, but without 
malice. Sending a child to his room or denying him valued privi- 
leges can be far more effective than corporal punishment. If car- 
ried out without spite or anger, such methods do not strengthen 
the child in his belief that adults are his natural enemies—grown- 


up bullies who enjoy punishing him by taking advantage of their 
greater size and strength. 


If you feel in a particular si 
who steals, then do it promp 


The important thing in any system of punishments is to avoid 
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giving the child an impression that his stealing represents an irre- 
versible pattern. Always leave the door open for the child to con- 
form once more in his social relationships. If you punish him 
severely with an air of deep hostility on your part, you are apt to 
convince him that you label his “delinquency” irreversible. Corporal 
punishment, especially, may suggest this. You cannot take back a 
slap or beating which you have given to him. The child’s feeling 
that he can never redeem himself for his act of stealing under these 
circumstances may become too strong for you to reverse later on.* 
Patiently, with all the composure you are capable of, listen to 
the child’s version of how he came to steal. Sneering at his version 
of it or acting highly skeptical about it is out of place here. In 
Order to gain insight into the child’s behavior, you must lend him a 
sympathetic ear. You must make the child feel that, despite his hav- 
ing stolen, you regard him as an individual with rights and needs 
of his own. In order to do this, you must likewise hear him out, 
expressing genuine interest in, if not agreement with, his feelings. 
At the same time, you may clearly let him know that you disap- 
Prove of stealing as the proper way for him to obtain material or 
Personal satisfactions. Your demeanor here should be authoritative, 
but not authoritarian. Gently yet firmly you should impress upon 
the child your assured conviction that your way is the way of health 
and happiness, and that his way is not. At all times, we repeat, let 
the child feel that you believe in his ability to give up his stealing , 
for acceptable methods of obtaining his personal satisfactions. 
_ Not the least of your self-imposed tasks as First Aider will be to 
Inquire into all the circumstances surrounding the act of stealing. 
(See above, “Behavior Patterns.”) If you are in no position to do 
this yourself, perhaps you can be instrumental in getting others to 
do it for you, Such inquiries will help you (or any professionals you 
May call upon) to determine how serious you should consider the 
incident to be for the total development of the child’s personality. 
Where the child’s behavior indicates to you that his stealing may 
arise out of feelings of inadequacy, out of a desire to show off to 
Others, or to “get in good with them,” your course of action is 


* While we are not concerned here with the means of getting a child to 
acknowledge an act of stealing, the above reasons speak out strongly against 
Your using any form of “third-degree methods” upon him. 
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clear. Try, in every way you can, to build the child up in his own 
estimation or that of others. Selecting some special field of activity 
in which the child shows proficiency, you may encourage him to 
excel, show off, or win favor in an “acceptable” manner. Sports 
frequently may serve you well in this connection, as experts in the 
problems of delinquent children have long since discovered. An 
undeveloped talent or hobby may likewise help the child into activi- 
ties which will gain him the feelings of equality or recognition which 
he has previously sought through the act of stealing, 


When to Obtain Professional 
Assistance 


Always seek professional assistance for the child who steals if 
any of the following conditions exist in his case: 


1. If you perceive that he is or has been disturbed by other dis- 
orders in addition to stealing. (See “Behavior Patterns.”) 

2. If the child steals again, regardless of how long an interval 
elapses between these actions. 


Adequate assistance is best rendered in such cases by a psychi- 
atrist specially trained to work with children, or by a child guidance 
clinic, 


You may obtain help in being referred to such qualified person- 
nel through your family physician, your clergyman, a family Servs 
Ice agency, or through a children’s court. (For more detailed advice 


on such procedures, see chapter 11, “How to Obtain Professional 
Assistance When Necessary.”) 


Prognosis 
You would usually have no cause for serious concern where a 
child’s stealing occurs as a single episode of impulsive origin and 
where the child has shown adequate adaptation, performance, and 
relationships at home, in school, and in the community at large. 
(See “Behavior Patterns.”) For this child, as for a large number of 
“first offenders,” the stealing represents an isolated behavior pat- 
tern. 

In other types of Stealing, 
child’s future depends upon 
of the personality disturban 


the brightness of the outlook for the 
a number of things: the superficiality 
ce which has caused the stealing; the 
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infrequency with which the child has stolen in the past and the 
shortness of the time during which this behavior has existed; 
the cooperativeness and understanding of his parents; and, finally, 
the adequacy of the treatment facilities available to the child and the 
promptness with which this treatment, when necessary, is begun. 
Where these factors are in the child’s favor, his chances of over- 
coming his behavior disorder are good. Where these factors are 
against the child, they may continue to disturb his personality 
development and be responsible for his getting into continued 
difficulties. 


Workshop Example No. 1 


David F. is a rather undersized boy for the age of eight. At sum- 
mer camp, the other boys in his tent are bigger and more agile, 
and they quite generally excel David in sports—although David, 
who is a rather attractive-looking child, is sought by the dramatics 
counselor for stage performances. David sings quite well—and in 
at least one camp show won a fair amount of applause. 

Toward the middle of the summer, David’s mother visits him in 
camp. David is quite excited about this visit, and talks about it for 
Several days in advance. When his mother arrives, she tells David’s 
counselor how pleased she is that David has won a medal in a swim- 
ming race. She is glad that David’s swimming has improved so 
much and says, “David is so puny compared to the other boys. I 
Never thought he’d make a good swimmer.” 

This news about David’s swimming achievement and award 
Comes as a complete surprise to David’s counselor. The conver- 
sation reminds him that Louis, another boy in David’s tent, had 
Teported the loss of one of his medals several days ago. Without 
telling either David’s mother or Louis, the counselor questions 
David about the medal. David refuses to admit the theft at first, but 
that night, while David is asleep, the counselor finds the medal in 
David’s trouser pocket. It is the medal Louis has lost. 

Next day, the counselor confronts David with his theft. David 
Continues to deny this until the counselor threatens to expose him 
to the other boys in the tent. David, reduced to tears, then con- 
fesses—and pleads with the counselor not to give his secret away 


to his mother. 
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Discussion Questions: 


(a) What do you suppose were David’s underlying motives in 
stealing the medal? 


(b) If you were the boy’s counselor, would you agree not “to 
give the boy away” to his mother? If so, would you secretly confide 


the boy’s behavior to his mother? What reasons would determine 
your answers here? 


(c) Why might you feel it necessary to know for your future 


handling whether David had ever committed an act of stealing 
before this? 


(d) Would you punish David for what he has done? Would you 


—for example—let Louis “take care of him” to teach him a lesson? 
If not, why not? 


(e) Considering David’s aptitude for dramatics, what might you, 
as First Aider, do to reduce his feelings of inadequacy in the camp 
situation? 

(£) Would you threaten to send him h 


ome from camp in dis- 
grace if he steals again? 


Workshop Example No. 2 
Leonard L., fourteen, is an outstanding scholar in high school. 
H 


e achieves top grades and has recently been elected president of 
the second-year class. He enjoys great popularity with his teachers 
and classmates alike. His 


personality is open, exuberant, winning. 

Consequently, when it is discovered that he has “taken” a valuable 
art reference book out of the school library and stored it in his 
locker, his parents are quite shocked. 
Upon looking over the books on Leonard’s desk at home, then, 
his parents discover that Leonard has, on t 
stolen privately owned books (not school t 
two teachers. One of these teachers had reported the loss of her 
book to her class, but Leonard had not volunteered knowledge of 
it. He had “not bothered,” however, to remove the signature of one 


teacher, nor the personal library seal of the other teacher, from the 
covers of the stolen books. As a result, Leonard’ 
might not otherwise have Suspected the books we; 
easily able to trace where they had come from. 


WO separate occasions, 
exts) from the desks of 


s parents, who 
re stolen, were 
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This “carelessness” of Leonard’s in covering up his other mis- 
deeds was typical of the behavior which led to his apprehension in 
connection with the stolen library book. Instead of surreptitiously 
smuggling the large reference book out of school, Leonard had 
carried it around with him to classes for two days. Furthermore, he 
had “carelessly” brought it back into the library with him while he 
attended a Student Council meeting there a day after the theft. 
Leonard later explained that he “completely forgot” he had the 
book with him when he stopped on his way out of the library to 
chat pleasantly with the chief librarian. As a final “stupid careless- 
ness” Leonard had inscribed “Property of Leonard L.” in the fly- 
leaf of the reference book. 

Leonard’s position as class president is jeopardized by what he 
has done, but he makes no real attempts to deny his thefts. He 
Teadily admits, moreover, that he had had no intention of reading 
these books, although there were several color plates in the art 
reference book (one, in particular, of Mrs. Siddons by Sir Thomas 
Gainsborough) which he had rather liked. His only verbal explan- 
ation of what he has done is, “Plenty of kids take things from 
school. I didn’t think these books would be missed. They’ve been 


left lying around so long that I just took them.” 


Discussion Questions: 
(a) Why might you hesitate to believe Leonard’s statement that 
“I didn’t think these books would be missed”? 
(b) Which motives under “Behavior Patterns 
explain what impelled Leonard to steal? 


(c) Why might he have committed the 
led to his apprehension for his thefts? 


” might best 


“careless” errors which 


SECTION TWO 


SITUATION: Vandalism, i.e., First Aid for the Child Who 
Destroys, Damages, or Defaces the Property of Others In a Wilful 
Manner. (This usually involves boys rather than girls.) 


163 


Behavior Patterns and the Mean- 
ing of the Situation for the Child 


You may distinguish an act of vandalism from stealing by the 
fact that the vandal takes away nothing for himself. The child who 
steals at least tries to gain something for his own possession, even 
if his actions eventually result in his getting caught and losing the 
stolen objects. The vandal’s action aims primarily to destroy the 
property of others, not seize it for himself.* : 

Some examples of the more typical acts of vandalism among 
children would be their walking on auto tops or hoods and thereby 
scratching them; scratching names or obscene words on auto bodies; 
Squirting caustic, smelly, or other damaging solutions from water 
guns at people’s clothing; wantonly smashing windows of stores, 
schools, or homes; defacing the walls of buildings, hallways, or 
tooms (particularly public buildings); destroying the playthings or 
possessions of other children; breaking into schools, places of wor 
ship, etc., and destroying typewriters, seats, blackboards, supplies; 


throwing stones or firing B-B guns at passing buses, trains, trucks, 
or passenger cars, etc. 


Despite the distinction between stealing and vandalism, you may 
apply many of the 


general observations we have made under chap- 
ter 6, section I, “Stealing,” 


child’s behavior before, durin 
nificant. His act may be im 
may be a rare (even isolated i 
sionally or frequently in his 
one of a group of other chi 
you may find a wide variety 


Specific objective—destruction or defacement of the property of 
others. 


to involve children who have 
performs an act of vandalism 
usually i i 


* Of course, as we have seen under cha 
may manifest a combination of both beh: 


pter 6, section I, “Stealing,” a child 
then wantonly destroy what he has stole: 


avior patterns, i.e., he may steal and 
n. 
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beneath a calm exterior. At other times, perhaps if he is emboldened 
by his membership ina group of vandals, he may discharge his 
excitement in a wild, boisterous manner. If his vandalism arises out 

_ Of pent-up hatred and is directed toward specific persons as scape- 
goats, the child’s feelings may reveal themselves in a mood of mali- 
cious, vengeful anger. 

Before analyzing the meaning of the most frequent kinds of 
vandalism, we might pause to consider some rather atypical, and 
less serious, forms of this behavior pattern. For where vandalism is 
the child’s immediate reaction to a real provocation, the act closely 
resembles the normal revenge of healthy children reacting to an 
injustice. 

Sometimes children cause a minor form of damage to property 
as a result of unrestrained play activities. You are more apt to find 
this among children of six to ten in socially underprivileged areas. 
Here wild, improvised street games are generally characteristic of 
unsupervised, poorly organized play. Games of tag or follow-the- 
leader, for instance, may lead children to scramble up and over 
Parked cars without regard for the scuffing or scratching this climb- 
ing inflicts upon the paint. You might classify careless playing with 
Street fires either after Christmas or on Election Day as such van- 
dalistic play. Halloween night has similarly become the occasion 
for wild destructive sport such as banging on the covers of 
garbage cans, removing gates of fences, defacing sidewalks and 
doors of buildings with flour sacks, knocking out bulbs of street 
lamps, etc. 

You might well hesitate to call such damage as the above the 
result of typical wilful vandalism. For the child involved in the 
former kind of action seems to have been concentrating on his play 
activity rather than upon a wilful act of destruction. Where this 
Primarily destructive motive seems absent from the child’s behav- 
ior, you may consider his overall behavior the product of particular 
environmental circumstances—lack of play facilities, adequate 
adult supervision, and so on. However, such a child’s disregard for 
what his reckless games do to the property of others may also arise 
Out of a kind of generalized resentment against the immediate 
Testrictions upon him of the adult world. If there are no other impor- 
tant contributing motives, the chances that this child’s behavior 
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will respond readily to improved social conditions are highly fav- 
orable. 7 

You may find that an otherwise conforming, well-behaved child, 
or group of children, may commit an isolated act of vandalism as 
a result of tension created by a set of special circumstances. A class 
of schoolchildren who consider that they have been punished 
unjustly and too severely by their teacher may vent their sudden 
upsurge of resentment by puncturing the tires of the teacher’s car 
or perhaps by smashing school windows indiscriminately. A group 
of early adolescents (age eleven-fifteen) who have been chased by 
an irate shopkeeper (“without any reason; we weren’t doing any- 
thing.”) from in front of his store where they were just loitering 
may return to dump some of his goods on the sidewalk or to smash 
one of his store windows. A child of ten, helpless in the face of 
unexpected ridicule from his father, may cut down several television 
aerial wires in the neighborhood. 

This form of vandalism is closely related to the desire for imme- 
diate revenge that springs up inside a healthy child who has been 
offended. Since the child in each of the foregoing instances has what 
he believes is a measure of real justification, you cannot classify 
what he does as entirely without realistic cause. The child’s motive 
here is to retaliate for real suffering which others have created for 
him, by creating suffering for them. His act of destruction gives 
him some relief from his exaggerated feeling of impotence under 
these special circumstances, 

An interesting example of this circumstantially provoked van- 
dalism was to be seen in a recent movie called “Talk About A 


Stranger.” Here an early adolescent boy believes that a stranger in 
town has poisoned his dog. Although the boy’s behavior has pre- 
viously been exemplary, 


he is so goaded by the town’s suspicion of 
the stranger that he dest 


Toys a large supply of oil needed to defrost 
the stranger’s orange groves. 


Occasionally vandalism arises as a self-limited expression of 
group hysteria. Such hysteria is regressive in character; that is, it 
marks a return by the child to infantile patterns of control. The 
recent outbreaks of raids by the male students of several colleges 
upon the girls’ dormitories of their institutions are clear examples 
of this behavior. (This type of regression to infantile behavior may 
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not be limited to actions of children: witness the frequently destruc- 
tive capers which may be committed, all in the name of good fun, 
when a national convention comes to a town.) A more tolerated 
type of hysterical vandalism is, of course, the football fan’s time- 
honored custom of breaking down the goal posts after a big game. 
Fortunately, the damage done in such instances may be slight and 
self-limited, despite the intensity of feeling running through the 
group. The more serious type of vandalism has less justification in 
reality than the aforementioned types. This is the more or less 
planned activity of organized gangs of delinquents. The children 
involved here may be of almost any age. 

In and of themselves, some of the destructive activities of this 
different from the examples of vandalism already 
mentioned. The difference lies in the fact that the more serious 
vandal needs no special set of circumstances to provoke him into 
act of destruction. The provocative circumstances lie, so to 


group may be no 


an 
speak, within himself. 
While the more conscious motives of a child acting within a group 


of vandals may be his stated need for revenge or excitement, actu- 
ally such groups emerge out of the deep-seated sense of inadequacy 
on the part of each individual within the group. Although the child 
may be completely unconscious of his sense of inadequacy, the feel- 
havior under the disguise of intense hostility. 


ing shows up in his bel 
Accordingly, such a child is often possessed of an uncontrollable 
need to call attention to himself for his destructive acts. These van- 


dalistic acts are the child’s attempts to screen his feelings of inade- 
quacy from himself as well as others. 

You will find that the above behavior pattern begins in the fol- 
lowing way. A child, regardless of his age, may be too unsure of 
himself to be able to join other children in any ordinary activity. 
At the same time, despite his defensive air of unconcern, he may 
nurse an abiding jealousy of those children who can socialize well. 
Usually you will find that this child harbors deep resentments 
against his family in particular and society in general. These resent- 
ments he bases either upon real or fancied injustices. They may be 
psychological hand-me-downs from his preschool years and his 
early relationships with parents, siblings, nursemaids, etc. They 
may have some basis in fact or they may exist purely within the 
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child’s imagination. Thus a child’s sense of injustice may have 
stemmed from resentment against his mother for having been 
deserted by her. (See chapter 4, section V, “Desertion of One or 
Both Parents.”) This may seem a real injustice to the child. On 
the other hand, his sense of being wronged may be based on his 
vague feeling that his parents pay more attention to brothers or 
sisters than to himself. This may, from an adult’s viewpoint, be 
unfounded in fact. 

At any rate, regardless of whether this child’s sense of wrong 
originates in reality or fancy, whether his oppressor is actual or 
imaginary, he feels that he is helpless to take direct action to 
remedy the situation in his own behalf. In the presence of adults 
or other children, this child may be shy and compliant with rules 
and regulations. Periodically, his sense of frustration may become 
intolerable. An act of vandalism which affords him a temporary 
sense of power, relief, and achievement may be the result. 

You may see no apparent connection between this outburst on 
the part of the child and his needs for retaliation against his real or 
fancied oppressors. But his vandalism is always his attempted com- 
pensation for his feelings of helplessness. As such, it represents his 
need for revenge against either his supposed oppressor or a sub- 


stitute (often symbolic) for that Oppressor. The schoolhouse, for 
example, has long furnished 


his family’s higher as 
In wreaking vandalis 
would be expressing 
inadequacy which is 
way, the parish churc 


at his inadequacy s 
over his failure to develop friendly 
those very people whom he resents as 


tems from his exasperation 
satisfying relationships with 
“superior.” 
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Vandalism perpetrated by gangs or groups of children results 
from the interplay of many varied individual behavior patterns with- 
in the group. Depending upon the prevailing mood of the gang and 
their conscious motivation, their vandalism may be either carefully 
limited in its objectives (i.e., taking specific revenge on a particular 
individual) or unbridled and wanton. It may be organized or indis- 
criminate, done deliberately in a controlled mood, or in one of wild 
abandon. 

Not every child within a group would be capable of committing 
an act of vandalism by himself. A particular child may be able to 
mobilize aggression only when he is dominated by other children. 
The support of his companions alone makes it possible for him to 


be aggressive. 


Persons Best Suited to Render 
First Aid 


As First Aider, you have an opportunity in this situation to apply 
your fullest and deepest understanding. For such understanding is 
essential if you would help prevent a normally well-behaved child 
from extending his antisocial behavior, or if you would facilitate the 
eventual rehabilitation of a child who has already established anti- 
social patterns. 

Regardless of your official position or personal relationship to 
the child, if you viewed his behavior as a cause for ridiculing him, 
punishing him, denouncing him, or depriving him of privileges, you 
would simply consolidate those personality traits in him responsible 
for his vandalism. Your actions might then contribute to the pro- 
duction of an adult criminal. 

We must assume that the First Aider has a real understanding of 
the conscious and unconscious meaning of the child’s act of vandal- 
ism. We must assume that he has thus agreed in principle with the 
explanations set forth here under “Behavior Patterns.” If this is so 
in all cases, the person best suited to render First Aid will be one 
whose authority the child can most respect, i.e., his parents, a close 
relative, a previously friendly police officer, a probation Officer, a 
specially trained psychiatric social worker or psychologist, a school 
guidance counselor, a settlement house counselor, a family physi- 


cian, a clergyman. 
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Goals of First Aid 


1. To bring the child’s emotional tension under control to the 
point where he can view the circumstances under which he com- 
mitted the vandalism from a relatively healthy, realistic point of 
view. 


2. To help him overcome his feeling that he is helpless and 
ineffectual except when he is destroying or damaging property. 


3. To help him recognize that not all the people in his world wish 


to increase his sense of defeat and self-depreciation when he finds 
himself in trouble. 


4. To weaken his unhealthy conviction that the only effective 


strength and authority is that of brute force which demands sub- 
mission from others. 


5. To help him begin, no matter how slightly, to learn that other 


people can be as genuinely interested in his needs and welfare as 
they are in their own. 


First Aid Methods: DON’I’S 


DON’T. use any more physical force than is absolutely necessary 
to restrain the child from persisting in acts of vandalism. Keep this 
in mind especially in the case of an older boy (ten to fourteen). 
Since you ordinarily expect more mature behavior of an older boy, 
your irritation with him is likely to be that much greater. 


DON’T deliberately expose the child who has performed an act 
of vandalism to the ridicule or abuse of adults or other children. 
This would merely increase the child’s sense of inadequacy and 
frustration which resulted in the vandalism in the first place. 


DON’T consider that by turning the child over to his parents for 
a public or private whipping you have served the child’s needs. 
Punishment of this type will consolidate and reinforce the child’s 
feelings of inadequacy and frustration, 


DON’T destroy his property in retaliation for what the child has 
done. Such actions, particularly when committed by adults, tend 


to confirm the vandal in his belief that the law of revenge is the uni- 
versally justifiable one. 
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DON’T treat the matter lightly. Since one of the child’s reasons 
for committing vandalism may be to call attention to his destruc- 
tiveness, ignoring it altogether might simply lead the child to greater 
lengths of destruction to gain your attention. 


First Aid Methods: DO’S 


Be firm, authoritative, and uncompromising in your open disap- 
proval of the child’s vandalism. Understanding his needs does not 
mean indulging him in all his behavior. 

Try to influence the child to repair, insofar as he is able, 
any property he has damaged—or to make other kinds of even 
partial restitution which the circumstances permit. If an ado- 
lescent child has broken the window in a home, for instance, 
perhaps he may earn enough money to buy the glass to re- 


place it. 

Assist in any way you can in discovering the child’s motives in 
committing the act of vandalism. For example, investigating some 
of the child’s possible needs in relation to the tensions of his family 
relationships will prove fruitful as a guide to judging how serious 


his personality problems are. p 

Tf the child has committed a previous act of vandalism, strongly 
urge his parents or the authorities at his school to conduct a prompt 
and exhaustive study of his total personality. Urge this also (even 
where no previous history of vandalism exists) if the child’s other 
personality traits show he has trouble holding his own with emotion- 

i is own age. 

ally healthy children of his own a8 jy ee 


Make prompt efforts to introduce the 
ties of a well-organized and well-super- 


dren) to after-school activi ] Is 
vised nature. Such play may offer the child fine opportunities for 
gaining a sense of achievement in “acceptable” ways. Take care that 
this child is not entered into activities or competitions that are too 
difficult for him. You don’t want to face him with frustration again 
the moment he tries to behave Lacie rene or a ee 
i t is kind of supervis T 

children do not usually profit by th ee pried 


activity. require more intensive persona’ i 
ARETA Seemingly Inex- 


ter 8, “First Aid for the Child Displaying Acute, 


plicable Behavior.” ) 
At all times, treat 


the child with respect. Your authoritative ap- 
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proach will be strengthened, not weakened, by using consistent 
politeness and firm consideration for this child. 


When to Obtain Professional 
Assistance 


You should consider it essential to seek professional aid for the 
child who commits an act of vandalism if the child manifests other 
patterns of poor adaptation in addition to the vandalism. Such pat- 
terns would be found in persistent disobedience, frequent temper 
tantrums, outbreaks of assaultiveness, poor school adjustments, 
poor eating and sleeping habits, nightmares, enuresis, and acute 
fears of various kinds, 

You should seek professional help for any child of pre-adolescent 
age or older (nine to fourteen) who commits an act of vandalism 
of serious proportions in even a single instance. For although the 


restless and impetuous behavior of children in this age group is well 


known, such a degree of nonconformity as serious vandalism is not 
typical of pre-adolesce 


nts and adolescents. An example is that of 
the thirteen-year-old b 


oy who had never done such a thing before 
but was responsible for the actions 


who set fire, on Halloween Eve 
did not know at all, 


Even in instances of infrequent or slightly damaging vandalism, 
if done by a child of thirteen or over, you should probably seek 
professional assistance for the child, as well as in more serious cases. 
The parents of the child will probably profit from such professional 
guidance since they will in all likelihood be quite concerned. 


» to the automobile of someone they 


Prognosis 


will considerably enhance th, 
the most prominent among 


1. If the child ha 


S not yet reached the pre-adolescent stage 
(nine to fourteen). 
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2. If the duration of his participation in vandalism has been brief. 

3. If the vandalism is of no great severity or is not accomplished 
with a show of violence. 

4. If the child is on a high level of emotional maturity for his age. 


5. If his intellectual capacity is good. 

6. If his home atmosphere is conducive to cooperation and 
understanding on the part of his family. 

7. If the understanding and resources of the child’s community 
permit him to obtain adequate professional assistance when neces- 
sary. 


You should not turn your back upon the fact, however, that 
vandalism reflects a child’s poor control (no matter how brief) over 
his impulses. As such, this pattern of behavior may become the 
forerunner of truly criminal personality traits in him. If adequate 
First Aid and subsequent treatment by professionals is not secured 
for the child who needs it, such serious criminal traits may develop 
within him by the time he reaches adolescence or adulthood. 


Workshop Example No. 1 


Seymour S., eleven, is a boy who has never before made a dis- 
turbance in his class at school. He is quiet but joins in with the 
Other boys when they play handball or basketball in the school yard. 

Seymour is nicely spoken, and his progress in his schoolwork is 
satisfactory—with the following exception. He is hesitant only 
about participating in art work of any kind, which is a vital part 
of the activity program in his class. His teacher notices that he 
seems reluctant to show any of his work to her or his classmates. At 
times, seemingly afraid of failure, he refuses to begin work at all— 


and stands idle for the entire art period. His teacher has avoided 

bringing pressure on him. However, half the term has gone by and 
nothing further has been done to investigate his problem. 

One day after his class and the teacher have gone home, Seymour 

d, armed with a paint brush, smears up 


returns to his classroom an t 
nd paintings which his classmates have hung up 


all the drawings a à 
for n Goa ho he does not smear he tears into shreds. He 
stamps upon boxes of pastel chalk and crayons so that they are 
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ground to powder. He empties paint tubes into the hall sink so that 
they are henceforth useless. Throughout, Seymour has been deliber- 
ate and methodical. 

The janitor catches him in the act of doing this and, surprisingly, 
a mere word restrains the boy. Meekly, he lets himself be led by 
the janitor to the principal. 

The principal knows something of Seymour’s background. The 
principal knows, for example, that Seymour has been living with 
his mother, an aunt, and a grandmother for the past year and a half. 
His mother had obtained a legal separation from the boy’s father 
when Seymour was nine and a half. Seymour has repeatedly asked 
questions concerning his father’s whereabouts and has been told, 
briefly, that his father is working in another part of the country, 
too distant for visits. Seymour had been quite attached to his 
father. Particularly he misses their Sunday morning baseball 
games together which his father had jokingly called a game “for 
men only.” 

When asked about his vandalism, Seymour shrugs his shoulders 
in a confused way and is sullen. On the subject of his dislike for 
painting, Seymour replies, “They make you put on an apron or a 
smock when you paint. What does the teacher think I am—a girl?” 


Discussion Questions: 
(a) What are the inner re: 
harboring against his family? 


(b) How would you ex 
ment and his act of uncon: 


sentments which Seymour might be 


plain the connection between this resent- 
trolled behavior? 

(c) What significance do you attach to the fact that Seymour 
in particular reacted so Strongly against wearing an apron or a 
smock during painting, whereas the other children accepted the 
aprons and smocks? What might be your arguments for and against 
Suspending this requirement in Seymour’s case? 

(d) What general measures could you suggest to Seymour’s 
family for helping the boy overcome his feeling of frustration aris- 
ing out of his family situation? 


(e) Why would you not advise the teacher to tell the class next 
day who destroyed their art work? 
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(f£) How would you explain to Seymour’s mother that corporal 
punishment would be the wrong treatment for Seymour? 


(g) Why would you advise professional guidance for Seymour 
and his mother? 


Workshop Example No. 2 


Raymond T., five, is brought home to his mother “by the ear” 
one day by an irate man. The man claims that Raymond was one 
of a group of children who scratched up his car which was parked 
in front of his store. 

Raymond cannot deny having played a game of follow-the-leader 
which took himself and several other five- and six-year-olds “moun- 
tain climbing” over parked cars. The neighborhood is a poor one— 
a slum area, in fact. The storekeeper and most of the owners of 
the other cars work in the neighborhood but do not live there. 
Raymond’s parents do not own a car; the parents of only one of 
the other children own one, but this car was not parked on the 
block at the time. 

The storekeeper demands two things: that Raymond’s mother 
pay him for refinishing the scratched hood of his car, and that 
Raymond be given an immediate spanking. Raymond’s sister, Mary, 
a student at a state university, happens to be home at the time. She 
agrees that perhaps the parents should make some restitution, but 
She stoutly refuses to allow Raymond to be beaten. Thereupon, the 
Storekeeper threatens to take the matter up further with the parish 
priest, since he knows the family is devoutly religious. Instead of 
Objecting to this as a threat, Mary accepts the idea as a sound plan 
to follow. 

When Mary herself takes her brother to consult the priest the 
following day, the priest discovers that Raymond’s mother has for- 
bidden the boy to leave the street. There is a dangerously trafficked 
thoroughfare beyond the corner where, during the past year, at 
least two children have been run over by autos. The boy’s mother 
is continuously warning him that he is sure to get run over if he 
doesn’t play close to home. Raymond has, therefore, been forbidden 
to go even to the public playground just a block beyond this 
thoroughfare. What is more, the street to which his play is limited 
is very narrow. The parked cars of the storekeepers and factory 
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workers which are driven to the neighbohood each day make what 
is left of the street a cramped and narrow lane between two rows 
of stationary cars. Although she is well aware of this limited play 
area for her boy, Mrs. T. cannot often take him to the playground 
herself because she is tied down to the house by two younger chil- 
dren and numerous household duties, 


Discussion Questions: 


(a) Why was Mary right in refusing to punish Raymond? 


(b) What do you suppose the series of auto accidents to children 
might have had to do with the particular form of play Raymond and 
his friends chose? 

(c) How closely is Raymond’ 
of revenge? How closely to acci 

(d) What First Aid metho 
if the role of First Aider wer 
mother? his Sister? the paris 


s vandalism allied to normal acts 
dental damage during play? 


ds could you suggest in the situation 


e played by: the car owner? the boy’s 
h priest? 


SECTION THREE 


SITUATION: Truancy—We need 
word “ 


Cussion (a) those children who 
frequently (or merely once) and 
al tension produces cramps, head- 
Sses, and who, therefore, remain 
edge of their parents. 


Behavior Patterns and the Mean- 
ing of the Situation for the Child 
Patterns in truancy situations roughly 
n the first category the child’s truancy 
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You may divide behavior 
into two large categories: I 


is sporadic, infrequent, occasional. In the second category the 
truancy is regular, frequent, persistent. 

In the former, you may place those truancies which arise more 
or less directly from provocative circumstances. These episodes 
have, in varying degrees, some measure of justification in reality. 
They are the truancies which may be produced by unusual circum- 
stances in the life of almost any child from time to time. 

A good student of twelve is absent for two days because he has 
been threatened with a beating by a “gang” for having defended 
his friend against the school bully. A high-school girl of fifteen 
delayed in the morning because of a quarrel between her parents 
Stays out of school rather than get a late mark in her record from 
a sharp-tongued “detention teacher.” A boy of eleven who, be- 
Cause he was practicing for a school play during the previous school 
Session, feels unprepared for a promised examination, remains at 
home the whole of the next day. A girl of eight who has never seen 
a circus before stays out of school for half a day in order to watch 
the circus tents being set up in an empty lot across the street from 
her home. A child of six in the first grade insists that her parents 
let her remain home from school when the outside temperature 
Soars to 100 degrees. ‘i 

The distinguishing characteristics of all of these “n 
would be that they all are genuinely interested in e 
school and are sincerely concerned over the disapproval which both 
the school and their families may express at their behavior. Al- 
though there may be deeper emotional factors hidden behind their 
behavior, in most cases such truants respond to reason and logic. 
Your task as First Aider here is simply one of getting the child to 
compare the values of the thing for which he stays out of school 
with the values of succeeding at school. 


You must also class as “normally” mot rua e 
of absence from school which arise out of a child’s unrecognize 


physical or mental handicap. This does not refer to cases of acute 
Physical illness. Let us say, for example, that a child is mentally 


retarded but has not previously been recognized as such. He may 
be so overburdened, bored, or embarrassed by schoolwork which 
is beyond his grasp that, in his helplessness, he may take the way of 
the truant. Again, a child of ten may conceal his total inability 
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ormal” truants 
succeeding in 


ivated truancy such cases 


< 


to read. His embarrassment may lead him to truancy. Similarly, an 
unrecognized (perhaps intentionally concealed) visual or auditory 
impairment in a child may cause him to lose interest in the work, 
or be so disturbed by his inadequacy that he escapes into truancy. 
There may, of course, be other unrecognized conditions within the 
child such as pinworms in children under eight or nine, or hypo- 
glycemia (too low a level of sugar in the blood) in a child of any 
age, which may result in his regarding school as an intolerable 
experience. 

In general, before you attribute a child’s truancy to an irrational, 
emotional disturbance, you must rule out “normal” causes such as 
the above which may have their basis in objective reality. For that 
Teason, too, you should always patiently investigate a child’s com- 
plaints regarding his teachers, his school program, or other chil- 
dren in the school. They may have some objective, reasonable 
validity in explaining the sporadic, infrequent, and occasional 
truancy. 

Your problem becomes more complicated when it comes to the 
child whose truancy is regular, frequent, and Persistent, without any 
reasons such as those above to account for it. For here the surface 
reasons which the child offers, or which you may readily seem to 
perceive for the truancy, are but camouflage for deeper, less obvious 
motivations. More often than not, the child himself is completely 


unaware of the deeper anxieties and conflicts which are causing him 
to turn to truancy as a comfortab 


f le and temporary, however in- 
effective, escape. 

At the very outset of his school career, 
a child shows a marked reluctance to go 
inducements of an excellent kindergarten 
ical surroundings, and a kindly, 
as if in a panic the first few d: 
schooling. In some cases, he m 
with school at all, and you ca 
behavior, 


it sometimes happens that 
to school. In spite of the 
program, charming phys- 
friendly teacher, this child may act 
ays, weeks, or even months of his 
ay have had no previous experience 
n only conclude, on the basis of his 
that it is the idea of being separated from his mother 
which ca 


1 uses him such anxiety. Typical of the behavior of this 
child may be his refusal to enter the classroom or even the school 
building without his mother. Later, he May require his mother to 


wait outside the classroom, in the hall, or in the principal’s office. 
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If handled with patience and understanding by the parent and 
the school, this behavior pattern may disappear after the first few 
weeks or even days that a child is in school. It sometimes reappears, 
however, in a later grade—usually beyond the third or fourth grade. 
You may find that such a reappearance in the child of anxiety and 
reluctance to go to school coincides with his assignment to the class 
of (in his opinion) a strict or even stern teacher. Again it may 
coincide with a suddenly encountered conflict with other children in 
school or with his development of subject difficulties in his school- 
work, 

You may ask yourself here what conflict the child is trying to 
solve through his truant behavior. You should also ask yourself how 
anxious this conflict is making him. For the act of truancy results 
from the anxiety, and is the child’s attempt to relieve it, or even 
better, to escape it altogether. 

First and foremost, school represents to this child a prolonged 
and regular separation from his parents, particularly his mother. 
Now a child of school age who has such great fears of being sepa- 
rated from his mother is one who, paradoxically, has a deep un- 
Conscious conflict involving his resentments toward his mother, his 
father, or sibling. ; 

In some such cases, the child is afraid to be separated from his 
mother because he believes that something bad will befall his 
Mother in his absence—as, for instance, an accident. This uncom- 
fortable fantasy may be a child’s only way of dealing with his other- 
wise too uncomfortable resentment toward or fear of his mother. By 
his constant attendance upon her, he denies his frightening wish to 
tid himself of her. Experience with truants reveals that ae mia 
Or resentment may be occasioned by a feeling within the child that 
he has been “bad” because he has been masturbating or because he 
has been disobedient. Sometimes the feeling of resentment may have 


pe i i nd may be based on nothing more 
ee f hild that he is so domi- 


Concrete than a general feeling within a chik i 

nated by his otia that he will be forever incapable of asserting 
himself agai i 
gainst her will. T. 

In the early stages of his reluctance to go to SN rane 

Chief defense against the above anxieties is to cling to i mo! ae 

The child’s psychology here is that no harm can come to the mother 
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as long as he is with her. The next step in his thinking after this 
is probably something like: “No harm in the form of punishment 
for my fantasies can come to me as long as I cling to mother and 
thus show her that I love her at all times.” 

The foregoing will also explain why it is that a child who has 
apparently overcome his early fear of school may suddenly refuse 
to go to school if he gets a teacher whom he dislikes several grades 
later. The disliked “harsh” teacher may reawaken in the child a 
dormant fear of his eventual punishment for his “bad” feelings 
toward one or both of his parents. 

The child will not always ascribe his dislike of school to teacher- 
pupil incompatibility, however. Many times self-comparisons with 
other children in school will seem to produce marked apprehensions 
and a sense of inadequacy within the child. He may say he is dis- 
liked by the other children or he may express fear that they will 
make fun of him or may injure him. Occasionally, a boy may claim 
that he is so offended and upset by the obscene language or ag- 
gressive conduct of the other children that he cannot bear to remain 
in school. 

Out of any of these situations, the child may develop what we 
may speak of as school phobia. That is, the aversion for school be- 
comes so great that the school building itself may seem to become 
the symbol of a terrible avenging ogre—and the child may go into 
a panic at even the prospect of his entering the building or class- 
room. When this point is reached, logic and reason ont are of 
no value for you in trying to help the child. 


Later in his school career, when the academic program has be- 


come more important, the child may fix his anxieties upon the 
schoolwork itself rather than upon either his teacher 
dren, or the school building. At this point, the possibility of school 
failure may become the bugaboo around which the child centers his 
fears and his avowed dislike of school. In the lower grades, this 
“enemy” would not have served the child’s purposes in explaining 
away his anxieties to himself, For in the lower grades there is still 
much play activity and a child’s progress does ae so much depend 


upon his ability to read, write, and comprehend academic subject 
matter. 


The important thing for you, as First Aider, 
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the other chil- 


to remember in all 


this is that in cases of such serious truancy the child’s dislike of 
school is symbolic. It is symbolic of his fears of punishment for his 
real or, more often, fancied “badness.” It is symbolic of his general 
feeling of inadequacy and insecurity in handling his relationships at 
home to parents or siblings. It is not anything which can be dis- 
missed as “mere laziness” or “cantankerousness” or a desire to 
“lead others by the nose.” 

All children feel ashamed to some degree at the fact that they 
are unwilling to go to school. The pressure of parents, other chil- 
dren, and the child’s own conscience itself eventually make their 
influence felt upon the child. In many fortunate cases, the child will 
come to include his teacher and the other children in the class 
among his sources of support to bolster up his feeling of safety and 
self-assurance in the school situation. But you will be much more 
concerned with the child who cannot substitute his teacher and 
classmates for his mother as a source of security. 

One of several courses of action may characterize the behavior 
of the child who finds himself filled with anxiety about going to 
school. 
zed pattern of behavior is the classic 


hool. This is the type of truant who 
fiction from Mark Twain’s Tom 


Sawyer to “Dead End Kid” types in modern movies, television 
programs, and magazine stories. This is the child who, after the 
first few truancies, escapes his anxieties about school by assuming 
an attitude of bravado and defiance toward his teacher or school 
in particular and his education as a whole. He justifies his actions 
in his own eyes by ridiculing the value of school for him and by 
questioning the sincerity of his teacher’s interest in him. As in the 
cases of Huckleberry Finn and Tom Sawyer, if such a child has an 
unsympathetic teacher and a meager school program, his task of 
justifying his truancy becomes all too easy. 

The final step in this child’s pretense of indifference to school is 
his search for satisfaction in nonintellectual activities. A country 
boy may, like Huckleberry Finn, still find such satisfactions in fish- 
ing and exploring. His city counterpart may turn to earning money 
at odd jobs, stealing, acts of vandalism, or narcotic addiction. 
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1. The more readily recogni 
truant pose of indifference to sc 
has been widely popularized in 


An interesting footnote on this type of truant is that, although 
the brazen, confirmed truant is the one with whom teachers and 
parents are most familiar, he is also the one who has the greatest 
success in misleading those same teachers and parents as to the true 
basis of his behavior. For his hoax of brazenness is all too often 
accepted by adults at its face value. As First Aider, you will not 
allow this child to screen from your consideration his original under- 
lying anxiety concerning his school experience. 

Closely allied to the behavior of the out-and-out truant is that 
of the child who, although playing truant less frequently, spends a 
good part of his time when he does come to school in playing the 
part of the class clown. A child who is disturbed emotionally may 
lack the self-confidence to tackle ordinary school work. In greatly 
exaggerated fashion, he may anticipate his inadequacy and his or- 
deal in the forthcoming school day. He may not only anticipate 
ridicule from his teacher but from his fellow pupils as well. While 
one child may try to overcome his uneasiness by becoming a 
“plugger,” another child may try to escape tension and class ridicule 
by making fun of the work itself. In a sense his clowning defends 
him in advance against failure. By inducing the class to ridicule 
him for his clowning, he prevents teacher or class from ridicul- 
ing him for his failure. This child’s pose of unconcern regarding 


his school performance is close kin to the pose of the confirmed 
truant. 


2. A less aggressive, rather Passive child may take a different 
course of action from the foregoing. He may find grounds for stay- 
ing out of school in nervous disorders such as nausea, vomiting, 
headaches, abdominal cramps, diarrhea, blurred vision, and so On- 
Although these disturbances are usually not caused by physical 
disease, they still seem very real to the child. He usually cannot 
consciously produce or get rid of such physical signs of his anxiety- 

s For this child, the development of physical symptoms is a com- 
bined, involuntary expression of: a) primarily that part of his 
exasperation and helplessness which cannot be expressed in ordinary 
actions, thoughts, and emotions; and b) secondarily a justification 
for his returning to the refuge of a previous pattern of life when he 
enjoyed an infantile, sheltered relationship with his mother. 


182 


3. A third course of action sometimes taken by a child is that 
of remaining home with the full knowledge of his parents. When 
questioned, such a child may give no reason for his behavior except 
that he wants to stay at home. Often he is genuinely unable to put 
his feelings into words. He may behave at home in a quite happy 
normal fashion—even playing freely with other children after they 
have come home from school. Despite his otherwise untroubled 
exterior, this child may go into a rage Or panic if he is forced or 
pressed to go to school. 

For all three types of truants, the act of truancy produces a false 
but considerable sense of self-sufficiency. Temporarily at least, all 
three courses of action afford escape for those children who cannot 
cope with the emotional problems which school presents to them: 
i.e., the need to hold their own with other children and to handle 
(symbolically) their tension-ridden relationships with their parents 
or siblings. In addition to the escape values of truancy, these chil- 
dren find temporary relief from inner tensions in their acts of clown- 
ing in school and playing truant out of school. 


Persons Best Suited to Render 
First Aid 
caution which has been advanced to 


First Aiders under chapter 6, section I, “Vandalism.” For the 
behavior patterns of truancy call for as much understanding and 
enlightenment on your part as does vandalism. A punitive attitude 
on the part of adults here, as in the case of vandalism, would be as 
unwarranted as it is ineffective. ’ 
Ordinarily the problem of administering emotional First Aid for 
a truant falls upon the shoulders of the school principal, the guid- 


ance counselor or the child’s teacher. Frequently also a psychiatric 
social worker, a psychologist attached to school or social agency, 
tion to render 


a family physician or clergyman finds himself in a posi 
service as First Aider. To be most effective these persons should be 


willing and eager to impart help and understanding to the parents 


of a truant as well as to the child himself. ery 

Because the parents of a truant child are, of necessity, involved 
€motionally, they will in all probability find it difficult to be objec- 
tive. They should therefore seek the counsel of one of the afore- 
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You may apply here the 


mentioned persons before attempting to handle the problems of 
their child’s truancy by themselves. 


Goals of First Aid 


1. To alert those adults in close contact with a child to the fact 
that truancy often is not a simple matter of wilful disobedience, but 
that on the contrary it may be a complicated behavior pattern pro- 
duced within the child more by internal than external problems, a 
solution of which the child seeks by way of truancy. 


2. To help parent and teacher distinguish between that form of 
truancy which may represent a serious deep-rooted problem and 


that which may represent an occasional innocuous “lark” caused by 
external circumstances. 


3. To help parent and teacher avoid contributing, through ill- 
considered actions, to the child’s system of justifications for his 
truancy. In other words, to help prevent parents or teacher from 
buttressing those impressions in the child’s mind which have thus 
far served him as reasons for playing truant and seeking escape 
from his problems in nonconformist, nonintellectual activities. 

4. To guide parents and their child to seek proper professional 
assistance as quickly as possible when necessary. 


First Aid Methods: DON’1’S 


DON’T approach the situation fearfully as if the child who shows 
this behavior pattern is incorrigible. 


DON’T, on the other hand, approach the child in a belligerent, 
self-righteous manner as if there were no possible explanation of the 
child’s truancy which would satisfy you. Such an attitude on your 
part would presume that the child could quite easily right his ways 
if only he had a mind to. The discussion under “Behavior Patterns” 
should certainly have pointed up how unfounded this assumption 
usually is. A truant absents himself from school to escape problems 
and anxieties which are too much for him, Only secondarily does 
he enjoy being a truant for its own sake. 

DON’T overlook the possibility that there may be a legitimate 
reason, at least in the child’s eyes, for his being absent. A child’s 
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emotional conflict, which patient investigation alone can reveal, 
may constitute such a reason. (See “Behavior Patterns.”) 

DON’T employ weapons such as ridicule, sarcasm, furious out- 
bursts, or corporal punishment with which to combat a child’s feel- 
ings of helpless anger and inadequacy. These caused him to become 
a truant in the first place. DON’T depend upon threats of punish- 
ment or catastrophic consequences (like threatening to send him 
away to reform school) to counteract the child’s truancy. This 
would be the same as first making a child sicker in order to make 
him well—a form of improvised “shock” treatment which would be 
highly dangerous except perhaps in the hands of professionals, who 
are unlikely to have recourse to such a method. 

DON’T ask a child’s parents or his school to take punitive 
measures with him either. Publicly scolding or shaming a child for 
truancy would hardly reduce his basic anxiety concerning school. 

DON’T let a truant’s brave pose of unconcern make you forget 
that this child’s behavior was originally motivated by overconcern 
at his inability to be separated from his mother, to get along with 
teachers and children, to keep up in his schoolwork. 


First Aid Methods: DO’S 


Use your influence to permit a parent to remain at school with a 
child who is apprehensive over separation from him or her. You 
will find this situation limited, in all probability, to children who 
are just beginning school in the earlier grades. However, it has 
Proved to be of value with children in the upper grades too. In the 
long run, every child wants to be able to remain in school without 
his parents. Basically, he feels more comfortable when he is able to 
do what most other children can do. Allowing his parent to remain 
at school with him builds up his confidence in the sympathy and 
understanding of school personnel and thus tends to bridge the gap 
in the child’s mind between home and school. (Although adminis- 
trative problems may arise concerning the disposal of waiting 
Parents, such problems do not compare in size and complexity to 
the administrative problems created by thousands and thousands 
of advanced truancies every year.) ; F 

Make a you leave i doubt in the child’s mind that you dis- 
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approve of his truancy. Do this in such a way, however, oe oa 
child clearly sees you are also prepared to consider his real em 
tional needs. Heeding the final DON’T listed above should aid ee 
considerably in this task. A child will sense it when you do no 
allow his superficial behavior patterns to blind you to his deeper 
needs and disturbances. y f : 
Try to draw out from the child, his friends, or his family whai 
was the immediate precipitating cause of his truancy. For example, 
a child may have had “words” with a particular teacher. This 
teacher may have become a symbol for the child of the feared side 
of a dominating parent. Playing truant may be the child’s un- 


fortunate way of escaping punishment for his feelings of rebellious- 
ness toward that parent. 


Inform the child’ 
Neither the child n 
which might widen 


s parents of his truancy as soon as you can. 
or his parent would be helped by concealment 
any already existing breach between them. Be- 
sides, you will need to prepare the parents to give their full and 


active cooperation in investigating the causes of the child’s truancy 
and trying to do something about it. 


If a child persists in his truancy, 
qualified persons and initiate with the 
physical health, his general behavio 
surroundings, his intelligence, his ho 
phere in his classroom and school. 

If a child is a truant in 

verlook his absence to the extent oj 


s fully warranted in the case of a child who is genu- 
inely interested in school, leads a healthy social life, and presents 


no handicapping problems or behavior disturbances such as rages; 
panic reactions, fears, tics, compulsions, sleep disturbances, OF 
enuresis. 


you should enlist the aid of 
m a full investigation into his 
r in adapting himself to his 
me conditions, and the atmos- 


the child’s behavior more serious consideration, 
Where a child offers a Particular reasonable cause for his truancy, 
you should, insofar as it is in your power, try to eliminate the source 


186 


of the child’s complaints. A child may claim that a certain teacher 
does not like him or that a particular class is “against” him. Even 
though you may doubt the validity of this child’s complaints, it will 
be worth your while to visit school with the child’s knowledge. 
Often, such simple interest may give him considerable reassurance. 
If he stops playing truant then, you may conclude that there was at 
least some reality factor at work to cause his previous misbehavior. 
If the child persists in playing truant even after the visit, your action 
on his behalf will have still been worth-while. For you and the child 
both may then see more clearly how slight a part his objective com- 
plaints had played in causing him to play truant. 

No matter how strongly a truant reacts against being brought into 
school, try at all times to maintain unbroken contact between this 
child and the school. Although you should avoid using force, 
punishment, or threats to bring a child into school, there is great 
value in getting him into the school building every day. Even if it 
is only for a few minutes a day, this contact will prevent the child 
from closing a door in his mind to the reality of school and his 
necessary relationship with it. In this connection, bring your influ- 
ence to bear upon principals, truant officers, and the like to agree 
to some compromise attendance by severely disturbed truants. Even 
a token daily attendance by the child is preferable to the punitive 
implication carried by suspension from school. In the latter case the 
communications lines are closed and the truant’s escape from his 
problems is made complete. In the former case the communication 
lines are kept open. The success of future treatment of this child 
may hinge upon this vital point. 

When to Obtain Professional 
Assistance 
the truant in every instance where the 
d; where the child exhibits patterns 
of other emotional disturbances (temper tantrums, chronic dis- 
Obedience, nightmares, enuresis, stealing, vandalism, fears, tics, 
compulsions); where the child refuses to attend school but is will- 
ing to stay at home with his parents, where the child ceases playing 
truant but thereafter does poorly in school either in his academic 
work or in his social relationships. 
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Seek professional help for 
truancy is persistently repeate 


Prognosis 

The child who is just beginning school but who has previously 
shown himself able to join other children in group activities usually 
adjusts himself to the school situation in a few days or weeks. 
Applying the above FIRST AID METHODS should greatly help 
him to gain self-assurance in the new surroundings. 

For the child whose truancy has taken the form of an isolated 
occasional lark, a mild admonition is often enough. Since such a 
child has had what he considers a sufficiently extenuating provoca- 
tion for his absence, you can count upon his sense of reason to 
bring him back within the fold. 

The prognosis is good for the exceptionally fearful or anxious 
child (usually encountered up to the third grade) if the severity of 
the situation is recognized quickly and if he and his parents are in- 
volved in professional treatment soon afterwards. 

For the so-called confirmed truant the outlook depends upon a 
number of factors. If the child’s truancy is “encouraged” either by 
parents or school (some truants are unnecessarily declared “unedu- 
cable” or “incorrigible” by teachers as well as parents), the child will 
naturally become more fixed in this disturbing pattern of behavior. 
As this happens, he may develop a harder and harder outer crust 
of indifference to education, All this will not make his emotional 
rehabilitation any easier. In the absence of intensive professional 
treatment, this child’s relationship to his school is likely to worsen 
as time goes on. Should professional treatment eventually become 
available for this child, the Previous punitive or rejecting attitudes 


of his school and family might make for a poor or doubtful prog- 
nosis in his case, 


The child whose truancy arises out of physical or learning handi- 


caps will continue to present Problems until either his handicap is 
corrected or until sufficient allowance is made for it at school to 
relieve the tension within the child, 


Workshop Example No. 1 


Emily W. is just entering first grade of public school. On her first 
day, she clings to her mother at the door of the classroom and 
refuses to enter. Her mother at first tries reasoning and pleading 
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with Emily, but is unsuccessful. Mrs. W. then ridicules her by com- 
paring her unfavorably to the other “grown-up children,” and finally 
threatens to punish her if she does not let go of her hand and go 
into the class alone. Nothing the mother says seems to have any 
effect in changing Emily’s mind. She keeps repeating in frightened 
tones that she will not enter the classroom. Finally, the mother, who 
has a dentist’s appointment, forcibly leads her to the teacher’s desk 
and leaves hurriedly. Emily screams and continues to cry all morn- 
ing until her mother calls for her at lunch time. After lunch the 
same thing happens, only this time Emily breaks away from the 
class and runs crying down the hall after her mother. 

„The teacher follows and requests the mother to remain in school 
with Emily for the rest of the afternoon. This calms Emily down 
immediately. The next day Emily herself begs her mother to stay in 
school again. Mrs. W., who has two older children in the school, is 
inclined to refuse this request. She feels she is spoiling Emily; be- 
e how she will get her housework and 
hool with her daughter each 
her intercedes on behalf of 


sides, she cannot imagin 
marketing done if she is to remain in sc 
day for an indefinite time. Emily’s teac 
the child, however, and convinces Mrs. W. to remain. 

After a few days Emily is able to allow her mother to stay in 
the hall outside of the classroom. A week later Mrs. W. tells her 
daughter that she is going to visit the principal in his office. Emily 
agrees to this without marked anxiety. At the end of two weeks 
Mrs. W. asks Emily whether it is all right for her to leave Emily 
altogether so that she may at last visit her dentist. Emily agrees 
to this and seems quite content to remain in school for the rest of 


the day. 


Discussion Questions: 
(a) Do you believe that Mrs. W. wa 
Maining in school for two weeks? 
(b) In view of the fact that Emily had had no previous school 
a glimpse of her teacher, 


experience and had hardly even obtained 


what caused Emily to be so fearful at remaining in school alone? 
Emily’s teacher used to 


(c) What arguments do you imagine F che | 
convince Mrs. W. to remain in school despite her dentist’s appoint- 
ment, marketing, and housework? 
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s “spoiling” Emily by re- 


(d) Why did her mother’s remaining have the effect of calming 
Emily? 

(e) Do you believe that two weeks was too long a time to in- 
dulge Emily’s fears? How would you decide the appropriate time 
to attempt leaving Emily alone at school again? 


Workshop Example No. 2 


“Chic” V., ten, has attended school regularly until he reached 
the fourth grade. For the first time in his career, then, he begins to 
play truant. While out of school, he spends his time harmlessly 
enough fishing in the park lake, watching laborers construct an 
office building, and so on. He even earns some money running 
errands for a tailor and discharges these errands conscientiously. 

When Chic is apprehended in the park by the truant officer one 
day, his manner is one of mute indifference. Questioning by his 
principal reveals that he expects to get a beating from his father 
when his truancy is revealed. This expectation proves to be correct. 
Chic’s father, an uneducated man himself, is determined that his 
son shall receive the book learning he never had the opportunity to 
obtain for himself. In the presence of the principal and the boy, 
Mr. V. declares he’d rather break his son’s neck than see him grow 
up to be an ignoramus. Chic’s mother is a meek little woman who 
has always been afraid to Oppose her husband because of his violent 


tempers. She refuses to come to school because her husband “likes 
to handle the boy his own way.” 


The parental beatings do not, however, 
on the hook” again soon afterwards. After 
with whom Chic has always had a friendly relationship elicits from 
the boy that his truancy began the day after Chic had had a brush 
with the teacher in charge of the lunchroom. This teacher had 
questioned Chic’s right to come into the lunchroom fifteen minutes 
later than the other pupils. Although Chic had had a perfectly 
legitimate excuse in the fact that he had been detained by his class- 


room teacher to finish a reading test, Chic did not offer this alibi 
to the lunchroom teacher—perhaps, he hints, because he was 
ashamed to allude thus to hi 


S poor reading ability. He had there- 
upon been made to eat a “dry lunch,” consisting of a sandwich 
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stop Chic from “going 
some weeks, a teacher 


only, while standing up in a corner. The boy understood that this 
was his penalty for having come late to the lunchroom. 


Discussion Questions: 

(a) In the light of Chic’s home situation, how would you inter- 
Pret his pose of unconcern toward his school work? Was he really 
indifferent toward his work? 

(b) How did the incident with the lunchroom teacher come to 
symbolize for the boy æ punishment by his stern father? 

(c) Since a child’s mother is intimately connected in his mind 
with food and nourishment, what special significance might the 
particular punishment of having to eat a “dry lunch” have for Chic? 

(d) How might Chic’s exaggerated reaction to this punishment 
suggest that some of his troubles arise out of his resentment at the 
way his father completely dominates his mother? 

(e) Why would you, as First Aider, advise the father to desist 
at once from beating the boy? 

(£) Why would you seek professional 
boy and his parents as soon as possible? 


guidance for both the 
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CHAPTER SEVEN 


| ee AID FOR THE 
CHILD DISTURBED BY 
SUDDEN, UNEXPECTED, 
OR FRIGHTENING CHANGES 
IN MOOD OR BEHAVIOR 
ON THE PART OF ADULTS 


OR OTHER CHILDREN 


SECTION ONE 


SITUATION: First Aid fo 


r the Child Who Is Disturbed by Threats 
(Actual or Implied) fro 


m Adults or Other Children—The child 


the child instead of Punishing him. In other Words, the adult mis- 
takenly assumes that the child will actually agree with the philos- 


ophy, “I don’t mind being threatened by anybody stronger than me 
if I’m sure he won't punish me in any way.” 
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Whatever the cause of its popularity, threatening the child in 
order to gain his obedience and supposed respect still constitutes a 
fairly routine custom of family and social life. A parent may 
threaten to send a disobedient child away to a home if he does not 
behave. A school-bus driver may threaten to abandon a child on a 
Street corner far from his home if he does not sit quietly in his 
seat. An aunt or uncle, exasperated with a child’s lack of control, 
may threaten to have him sent to jail or reform school. A mother 
may threaten her little toddler that if he goes off the curb into the 
Street, the corner policeman is going to arrest him. A maid or baby 
sitter, who cannot get a young child to stay in bed, may warn, 
“You’ll meet the bogeyman out there if you get out of bed.” 

In even less controlled emotional states, adults may threaten to 
slap, strike, kick, beat, mutilate, or otherwise harm a child unless. 
he conforms to the adult’s will. (See chapter 4, section VIII, “Non- 
Sexual Criminal Assault.”) Such phrases as, “Come here, or I'll 
murder you,” “PII break your neck,” “TIl break every bone in your 
body,” “PII skin you alive,” are still frequent colloquialisms upon 
the lips of adults when talking to children. (A particularly colorful 
and redundant threat overheard in Prospect Park, Brooklyn, was, 
“Come here, or I'll kill you to death.”) Most of the time, such 
threats are uttered in a spirit of exasperation by adults who have no 
intention of fulfilling them. Once in a great while, these threats are 
meant to be taken literally. Serious or not, they are all taken seri- 
ously and have one distinguishing trait in common: they are un- 
mistakably threats, conveyed to the child in as forceful and con- 


vincing a manner as the adult is capable of. a2 
ual threats and implied 


You may distinguish here between act j 1 
threats. An implied threat is one which the child himself infers 
from the behavior or words of an adult or other child. The person 
Or persons to whom the child attributes such an implied threat may 

or manner. A 


be completely innocent of threatening intent, words, 
oom when he hears an- 


child may be sitting in a doctor's waiting r 

other child’s scream coming from the inner office. He may conclude 
that this is a promise of harm which is to happen to him when it is 
his turn to see the doctor. A child may enter a barber shop and 
witness the barber singeing a customer's hair with what looks like 
a kitchen match. The child may feel that this is a forecast of how 
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x z hair. 
he is to be burned after the barber has gotten him up into the cl 


er of 
You may place under this heading a rather large To of 
situations which produce momentary crises in the daily 


A eatens 
children and Parents. A teacher who Severely punishes or threat 


= 5 lication, 
a single unruly student in her class may threaten, by imp’ 


«aye upils 
by her reputation alone, intimidate pup. 
metimes for years to come. 


: ctor. 
ld, an unhappy experience with one doctor, 
teacher, 


F 3 eat- 
al may convince the child that he is ont 
ened with a like fate, should he have occasion to go to the hosp 
(See chapter 4, section IV, “Hospitalization.”) 


an- 
Behavior Patterns and the Me 


ild 
ing of the Situation for the Chi 
You cannot Predict what will 
child who is disturbed 


A child may pretend complete disdain of an actual threat o 
may show obvious signs of Panic. He may continue in the origi A 
behavior for which he was threatened, and may actually beha 
much worse after the th; 
true fears. He may seem 
give up his previous behav; 
ness. The threat may achi 


may run away from its d 


feelings, he may attempt to 
threat by reasoning with him, 


times, the Promised vio] 


ence of a threat may result in a child’s 
seeking to teply with si 


5 ing stones Or 
milar actual violence, throwing 
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seizing hasty weapons with which to counterattack before the threat 
is carried out. 

Some children seem genuinely unperturbed by the direct threats 
aimed at them by adults or other children. Their healthy equanimity 
seems to be marvelously maintained by a hold upon realism which 
goes far beyond their years. They may even defy an adult or other 
child to carry out the obviously exaggerated threat. Of course, you 
cannot always take this outward self-assurance for what it seems 
to be. In some cases, the child’s defiance may be a thin mask to 
hide fear and uncertainty caused by the threat. As early as four 
years of age, a child may try bravado to camouflage his fear of 
threats. 

Other children, who may be bright in all other instances, may 
take even joking or ridiculous threats by adults with utmost serious- 
ness. Such children may react to implied threats with a suggestibility 
that parallels the unthinking terror caused by the famous Orson 
Welles broadcast concerning the invasion of earth by Martians. 
There is also the instance of the little boy of two and a half who 
went to spend the night at his grandmother’s house for the first 
time. After a restless, sleepless night, during which the boy had 
teawakened the entire household repeatedly, he finally revealed the 
source of his anxiety. Upon kissing him good night, his grand- 
mother had whispered, “Good night. Sleep tight. Don’t let the bed- 
bugs bite.” For hours, the little fellow had tossed about waiting 
for bedbugs to bite him. 

A child may, on occasion, have a delayed reaction to a threat. 
You may observe no immediate sign that the threat has had 
any effect on him whatsoever. The signs of such delayed dis- 
turbances usually turn up within a few hours or days—seldom 
later than that. 

A child up to the age of seven or eight may experience a return 
of bed-wetting. (See chapter 4, section X, “Reappearance of 
Enuresis.”) Up to this same age level, he may likewise suffer a 
general loss of appetite, a suddenly diminished interest in his friends 
and usual activities, the disturbance of his sleep by nightmares. 
Even up to the age of nine, a child may avoid both the person who 
threatened him and the place where the threat took place. You 
may find that this last is so, in spite of the fact that the threat may 
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have been made jokingly or that the child was hastily reassured of 
his safety immediately afterwards. 

Marked irritability may characterize the behavior of the threat- 
ened child of any age. You will not find any simple general formulas 
to explain the disturbances of all children who are threatened. Per- 
haps it will be best if we analyze each of a number of important 


factors singly—even though they usually operate in various com- 
binations with one another. 


A. Age of the child: 


The gullibility of very young children is proverbial. Up to the 
age of five or six, most children will place great faith in what is told 
to them by adults or other children. This is especially so where 
what is told to a child happens to jibe with or reinforce already 
existing conflicts which have grown up around his personal relation- 
ships. If a child has had a long-standing conflict with his sister or 
teacher, any threat which that person makes to the child merely 
strengthens the child in his existing fear and resentment. It is axio- 
matic that we are willing to believe the best of our friends and the 
worst of our enemies. It is partly for this reason that a young child 
may be upset by even the wildest or silliest of threats if they are 
uttered by any important person in his life with whom he has previ- 
ously had a poor relationship, 

Because a child has had so little experience, he finds it difficult 
to tell the difference between an impossible threat and a feasible 
one—a threat made in jest and one made in earnest. Therefore, 
you may take it for granted that the younger the child, the more 
likely he is to take a threat seriously, to respond to it with imme- 
diate or delayed signs of distress and apprehension. 

You will ordinarily find a child who has passed six or seven 
becoming increasingly discriminating in judging whether or 
not threats from adults or other children have a reasonable 
chance of being carried out. As he gains in experience, he should 
therefore not let himself become upset so easily. Furthermore, as 
he gets older, the child is more likely to react to threats with defi- 
ance rather than fear, with a show of indifference rather than pleas 
for mercy, with vengeful counterattack rather than terrified retreat. 
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B. Source of the threat: 


The child will naturally take threats from adults or older children 
more seriously than he would the same threats from playmates of 
his own age. Ordinarily, the child up to the age of nine or ten looks 
to adults and older children to be his protectors. He expects them 
to step in to help where his own childlike skills are limited. He 
expects them to strengthen him, not belittle him or endanger him. 
How particularly true this is of the child’s feelings toward his par- 
ents and older siblings! 

Obviously then, the child will feel more helpless, nervous, and 
endangered if he is threatened by someone closely related to him. 
The child up to five or seven believes his parents or older brothers 
and sisters are virtually all-powerful and all-knowing. That such 
omnipotent beings have the ability to carry out their threats, the 
child usually does not doubt. Threats from such close sources, 
therefore, may have the eventual effect of dwarfing the child com- 
pletely, making him feel totally defenseless and generally inadequate 
to help himself. He may feel as if some friendly giant, upon whom 
he has always depended for protection, has suddenly turned upon 
him as an enemy. 

A child may extend these feelings of absolute trust and admira- 
tion from his parents to include other close relatives, his teacher, 
his doctor or clergyman, etc. Even a silly or humorous threat from 
one of these “all-powerful” beings, therefore, may produce in the 
child acute feelings of his own inadequacy. The intensity of the 
child’s reactions may surprise the half-serious author of the threat 
itself. 

Of course, the child of six or over who has a comfortable, healthy 
relationship with his parents, has his own built-in security against 
threats by others, so to speak, for he will be more capable of real- 
istically estimating the degree of danger he is in when threatened. 
If he has been able to talk freely with his parents, if they have 
helped him to know them as real people with limitations of their 
own, he is more likely to question the power of adults to carry out 


every threat they make. 


C. Personality of the child: 


The personal relationships between a child and his parents and 
the home atmosphere under which he lives are the chief factors 
responsible for the formation of a child’s personality. (Organic 
brain disease or injury are exceptional influences which you would 
have to take into account only in rare cases.) Because of this, par- 
ents who wrangle constantly in front of their child and who are 
extremely irritable with the child himself may help produce a basi- 
cally tense, uncertain, and easily frightened child. Regardless of 
how devoted they are toward the child in other ways, they cannot 
easily undo the influence which their loss of temper toward each 
other or toward the child has upon him. 

The parent who loses control of himself easily and who is quick 
to threaten does so at the risk of weakening that child’s confidence 
in the adult’s strength. When the child, in his turn, is faced with 
danger, he feels deprived of a steadying parental hand to see him 
through his difficulties. The example of firm, strong, adult self- 
assurance will be missing from this child’s home environment. He 
cannot draw upon it to help him develop his own skills or use it as 
an example to help him develop his own strength in new and 
unpleasant situations. 

The foregoing relationships between child and parent are most 
important from birth to the ages of five or six. For this is the period 
during which the foundations of self-reliance, self-confidence, and 
discriminating judgment are laid down in a child’s personality. If 
a child, during this age, is constant witness to emotional outbursts, 
threats, and loss of control on the part of adults, these foundations 
of his personality may be considerably weakened, Thus, the adult 
practice of habitually threatening a child may boomerang. Although 
the adult may intend to strengthen the child’s self-control by threat- 
ening him (“If you do this, PI ”) the method is bound to 
weaken the child’s self-control in the long run. 


D. Nature and form of threats: 


You need no special knowledge to tell you that the more violently 
he is threatened, the more likely is a young child, particularly the 
one under six, to develop a prolonged fear of his aggressor. This is 
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especially true of children who are uncertain of themselves gener- 
ally. Conversely, the more drastically an older, self-assured child 
(from five or six upwards) is threatened, the more determinedly will 
he react by seeking his first chance to “get even” with his would-be 
oppressor. His way of getting even may take the form of outright 
defiance, vengeful assaultiveness and destructiveness, or more pas- 
sive resistance, that is, refusing to do anything that is required of 
him. 

In a state of rage, an adult or older child may think nothing of . 
offering to mutilate or dismember parts of a child’s body. Threats 
like “Pll wring your neck” or “I”ll break your arm” may pass 
almost unthinkingly from the lips of an angry adult. If faced with 
his threats later, this same adult may have forgotten his remarks 
and be genuinely amazed at how he is quoted. If finally convinced 
that he has uttered the threats, his defense may be to say that he 
didn’t expect the child to take him seriously anyway. 

Now, the thing to remember is that almost all children take such 
threats upon the parts of their bodies with extreme seriousness. 
Especially is this so when this sort of mutilation is threatened by an 
adult. To the child, the adult is a giant who is capable of deeds of 
almost any magnitude. The childlike imagination may speedily go 
to work trying to picture what it would feel like to go around with 
a neck that has been twisted or an arm that has been broken. 

At the same time that the child takes a threat of mutilation liter- 
ally, he may also take it figuratively. In his imagination, he may 
substitute other parts of the body for the one which is threatened— 
just as a child in a barber shop can unhappily put himself in the place 
of a customer whose hair is being singed. Thus, the child can cause 
himself additional anguish by imagining his aggressor has additional 
designs upon unmentioned, perhaps more sensitive parts of the 
child’s anatomy. (See chapter 5, section IV, “Fears or Threats That 
Masturbation is Dangerous or Wrong.”) 

From this, it should now be clear why threats to wreak physical 
harm upon the child may cause him far more of a disturbance than 


was ever intended or imagined by the adult. 
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Persons Best Suited to Render 
First Aid 
Persons best suited to render First Aid to a child who is dis- 
turbed by threats are his parents, older brothers or sisters, or any 
other adult in whom the child has confidence. 


Goals of First Aid 
1. To bring the child’s fear within the realistic limits of the actual 
danger involved from the threat. In most cases, of course, this will 
mean minimizing the danger by reducing the child’s fear, since most 
of the time the child will be exaggerating the seriousness of the 
threat. 
2. To protect the child from further threats which may disturb 
him, and from any actual danger which the original threat involves. 


3. In cases where the threat has been preceded or followed by 


actual physical harm, First Aid aims to remove the child from fur- 
ther harm insofar as is possible. 


First Aid Methods: DON’I’S 
DON’T, under any circumstances, ignore a child’ 
when he is (or feels) threatened, The threat may se 
you as an adult, but you should not judge the child’s fears on the 
basis of how valid or absurd the threat seems to you. To the child, 
it may seem very real and, as First Aider, you are quite as con- 
cerned over the child’s emotional well-being as you are with his 
physical well-being. 
DON’T ridicule the child’s im 


s pleas for help 
em ridiculous to 


1 pressions of the danger he is in. 
Since he feels fairly helpless already, your ridiculing him will make 


him feel even more so. Be particularly careful not to use ridicule 
where you suspect that a child is disturbed by an implied threat— 
as in the case of a visit to the doctor., Ridicule would simply drive 
the child’s fears out of sight, but not out of operation. You could 
not dispel an implied threat if its existence were concealed. 
Should a child be terrified by threats from another child of his 
own age, DON’T insist that he do battle with this child. Admitting 
even that his aggressor is younger, smaller, or weaker physically, 
nevertheless you should not goad the child into a fight unless he 
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feels equal to his opponent. It is not how big and strong a child is; 
it is how big and strong he feels that counts. Forcing him to face 
someone he feels is stronger, you merely heighten a child’s fears. 


DON’T lose your own self-control. As First Aider, you may find 
yourself outraged by an adult’s gross intimidation of a child. Express 
your disapproval, where necessary, with firm conviction, but resist 
the temptation to resort to fruitless threats yourself. Remember at 
all times that the child who has been threatened is one who is shaken 
by the lack of control on the part of his angry aggressor. You will 
not restore the child’s faith in the adult world by furnishing him 
one more example of an adult who has lost control. By so doing, 
you are merely imitating the threatening behavior of the child’s 
oppressors. In the event that you are forced to break up a commo- 
tion where one adult or child is threatening another, you may do 
so with the utmost determination, while yet maintaining your own 
composure. 

DON’T press your assistance upon a child when he objects to it. 
You cannot win a child’s confidence by force and, without his con- 
fidence, you cannot set his fears at rest. You might make an excep- 
tion to this rule in a case where a child was in actual physical dan- 
ger. After all, his physical safety comes first and you might have 
to insist upon removing him from the presence or vicinity of some- 
one who was seriously threatening him. 


First Aid Methods: DO’S 


This last question of your removing a child from the vicinity of 
o is threatening him may prove knotty. Suppose, for 
example, that a child is being dangerously threatened by his father, 
mother, or older sibling: you might have no legal right to remove 
the child. Moreover, if you did not exercise great tact, you might 
infuriate the parent or sibling against the child even further. You 
would need all the judgment and diplomacy at your command in 
re the child was in immediate peril, you 
ith the full backing of such authorities 
aid bureaus, or the proper social 


someone wh 


such an instance. Whe 
might have to act fast, but w 
as the police, various juvenile 
agencies. 

In the absence of actual physical danger to him, one of your 
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first jobs would be to reassure the child. Tell him in simple real- 
istic language just what the extent of his danger is. In most cases, 
this will mean helping him reduce the exaggerated elements in his 
fears. You may not think your reassurances are sinking into the 
child’s mind, but you will be doing him a service here just the same. 
Certainly, this will be true in situations where a child is disturbed 
by an implied threat only. As he sees that the threat is not material- 
izing, your words of reassurance will come to carry more and more 
weight with him. 

For as long as the child seems nervous and tense, try to remain 
at his side, or at least near enough to him to comfort him. Provid- 
ing him with the companionship of an emotionally stable, mature 
adult is one of the simplest and finest ways you have of reassuring 
him that he is safe from harm, 

Give him clear and prompt evidence that you have taken all the 
necessary and possible measures to insure his present and future 
safety. 

Allow him to repeat his version of the threat as often as he wants 
to. If he does go in for great repetition, it is a sure sign that talking 
about it is in some small measure relieving his anxiety. 

In certain instances, it may be possible for you, on behalf of a 
child, to intercede with an adult who has threatened him. Certainly 
you can do this in cases where a threat has been unintentionally 
implied—as in the office of a pediatrician where the screams of 
a young patient have posed a threat to every child out in the wait- 
ing room. 

But you must exercise great caution here. There are hidden pit- 
falls for the First Aider who plunges headlong to the open defense 
of a child whose parent or teacher, let us say, has threatened him. 
For one thing, you could easily aggravate the situation if you were 
not the complete diplomat. An angry parent might bluntly ask you 
who you were to butt into the affairs of his family—and the parent 
might threaten the child all the more severely thereafter. A teacher, 
too, might resent your interference if you were not the soul of tact 
in broaching the matter to her. The child’s position in her class- 
toom might be jeopardized all the more after your visit. 

On the brighter side of the picture, should you find the right 

moment and just the right tone, a few well-chosen words from you 
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to a parent, teacher, or other “threatening” adult, might give him 
valuable and appreciated insight into the unforeseen effects of his 
having threatened the child. Probably, the best time to attempt this 
is at some moment when the adult is no longer at the height of his 
anger toward the child. It would be advisable for you to speak to 
the adult in the absence of the child. The latter’s presence might 
merely arouse the adult to anger once more. 


When to Obtain Professional 
Assistance 


Seek professional help for the child who continues to be worried, 
withdrawn, or aggressively defiant for more than a few days after 
he has been threatened. A child who is disturbed by nightmares or 
enuresis for more than three or four nights following the threat also 
should have professional guidance. 

You may see plain indications of the need for professional help 
also: 

(a) Where a child over six years of age cannot tell a joking 
threat from a serious one even when you give him ample evidence 
to prove this; 

(b) When a child transfers his fear of one threatening teacher 
to all teachers in his school; 

(c) When a child maintains his attitude of feeling threatened 
by an aggressive parent even at times when that parent is in a 
friendly mood; 

(d) When a child, who has been threatened by one other child, 
generalizes his feelings so that he feels threatened by all other chil- 
dren who, he feels, are “too rough.” 

Prognosis 


You may expect a terrifying situation to frighten a child, even 
when he has the healthiest, most stable of personalities. Since, how- 
ever, the sum total of the stable child’s experiences and impressions 
have usually reinforced his natural feelings of confidence in himself, 
he will recover from the threat relatively rapidly. He will come to 


look upon it as a painful rather than a harmful experience. 
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Generally speaking, you may judge how well a child has 
weathered the stormy experience of being threatened by the length 
of time his reactions last. If he soon overcomes any signs of panic 
such as trembling or losing his appetite, if he quickly gives up his 
pose of bravado concerning the threat, if he quickly overcomes 
such delayed fear symptoms as nightmares or general irritability— 
these are all signs in his favor. In short, the more rapidly a child’s 
reactions to a threat disappear, the more quickly will he go back 
to his normal daily activities. Both of these developments are good 
omens and strongly indicate that the threat to the child has in no 
way prejudiced the child’s outlook for a healthy personality devel- 
opment. 

Threatening a child may contribute to defective personality 
development where a very impressionable child has shown himself 
to be rather deeply intimidated by the threat and where he has been 
frequently exposed to it over a considerable period of time. 


Workshop Example No. 1 


is spanked by her enraged mother for having 
pushed her doll carriage against a coffee table and broken a valu- 
able piece of china. While she is spanking Toni, her mother threat- 
ens that she will break both her arms if she ever does such a careless 
thing again as break her good china. 

Toni seemingly shows no reactio 
when spanked nor cowers at the th 
mother has calmed down and tries 
matters, Toni pays no attention to 
the day wears on and is seemin: 
er’s friend] 


Toni M., four, 


n whatsoever, She neither cries 
reats. Later, however, when the 
to speak to Toni about everyday 
her. She becomes more aloof as 
gly quite as indifferent to her moth- 
y overtures as she was to her punishment and threats. 
Mrs. M., who is a very emotional person, is stung to the quick by 
Toni’s behavior and cannot understand why Toni is not happy that 


her mother is willing to forgive her, She calls Toni a cold-hearted 
child who has no genuine love for her mother, 


Discussion Questions: 


(a) How would you account for Toni’s aloof behavior in this 


situation? Include conjectures about the relationship between Toni 
and Mrs. M. previously in similar circumstances, 
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(b) Why would Mrs. M.’s threat be a particularly unfortunate 
one in view of the behavior Mrs. M. wants Toni to control? 


(c) Mrs. M. would probably say that she had no intention in the 
world of carrying out her threat. How would Toni interpret the 


threat, however? 

(d) If you told Toni that her mother was only joking about 
breaking her arms, what kind of replies do you imagine Toni might 
make to you? 

(e) What First Aid methods do you suppose would help Toni 
particularly? 


Workshop Example No. 2 


Jonathan W., nine, returns home from play one day sobbing and 
humiliated, He tells his father that another boy, Larry, has kicked 
him and that he ran away. “Don’t you come to me,” cries the father. 
“You go back there and fight like a man. You're as big as that boy 
is. Now don’t you come home until you’ve given him a licking—or 
else I'll give you the fanning of your life.” 

Jonathan W. has always been a shy boy, a fact which has irked 
his father no end. He bursts into tears, insists that he cannot go back 
to fight, and pleads with his father not to hit him. Over and over 
again, he sobs that he is afraid to fight the other boy because he 
knows he’ll get hurt. “Well, you'll get hurt worse if you stay home, 
because I don’t want a coward in my house,” the father repeats, 
and he takes the boy by the arm and pushes him out the front door. 

Instead of seeking out his adversary, Jonathan flees to the house 
of a friend whose parents recognize his plight and invite him for 
supper. But after supper, Jonathan is afraid to go home to his 
father, He keeps repeating over and over, “He’ll kill me. I know he 
will. He’ll kill me for not going back to fight.” 


Discussion Questions: 
(a) Why isn’t Mr. W.’s method likely to “make a man” out of 
his son? 


(b) If you ha 
what course of action would you have t 
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d been the neighbor to whose house Jonathan fled, 
aken? Would you have inter- 


ceded on the boy’s behalf with the father? If so, when would you 
have done so and what would you say to Mr. W.? 


(c) What would you think of the idea of letting Jonathan stay 
for supper without informing the W.’s about it? 


(d) If you thought there was a real chance that Jonathan’s 
father would beat the boy for not going back to fight, what would 
you do about it, if anything? 


SECTION TWO 


SITUATION: First Aid for the Child Disturbed by Unusual Pun- 
ishments—Your daily newspaper will occasionally provide you 
with the story of a child who has been made to submit to some 
unusual or extreme punishment. The perpetrator of such punish- 
ment is sometimes the child’s parent, sometimes his guardian, a 
close relative, or some other adult who has had charge of the child. 
Great literature is full of instances of this kind; Charles Dickens, 
in particular, devoted many of his books to chronicling episodes of 
unusual punishments to children. Novels such as Oliver Twist, 
David Copperfield, Great Expectations, and Bleak House leave US 
the impression that in bygone times such treatment of children was 
the rule rather than the exception that it is today. 

An unusual punishment would not only be one which was out of 
all proportion to the child’s misbehavior. It would also be one that, 
in an absolute sense, either inflicted serious bodily harm upon the 
child or was deliberately inflicted to cause him acute pain or dis- 
comfort. The pain and discomfort might be physical or purely psy- 
chological. Examples of punishments of this kind would include: 
severely flogging or beating a child, burning him, exposing him to 
freezing temperatures out of doors, washing his mouth with soap, 
locking a frightened child (under six or seven) in a dark room OF 
closet for hours, forcing him to appear ridiculous before other chil- 
dren, taking away or killing a beloved pet of the child’s. 
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Behavior Patterns and the Mean- 
ing of the Situation for the Child 


Most children will rebel violently against being forced to submit 
to painful or frightening punishment at the hands of an adult, 
regardless of whether that adult is his parent or not. Normally, a 
healthy child will try to run away from too severe a punishment, 
will protect himself in some way, or even counterattack with physi- 
cal force—even against his parent—if all else fails. 

Ordinarily, it is not a healthy sign to find a child passively and 
uncomplainingly submitting to almost any mistreatment at the 
hands of his parent. His mute or resigned submission to pain or 
violence may strongly indicate to you that his personality has 
already undergone some rather penetrating disturbance previous 
to his immediate mistreatment. 

The same would be true of the child’s reactions to someone 
other than his parent. An emotionally healthy child will rebel in 
some way against a cruel nursemaid, a sadistic guardian or teacher, 
and so on. His failure to do so is, again, an indication of some pre- 
vious personality disturbance which may or may not have developed 
out of other unusual punishments. 

As we have seen in so many other instances, the particular pat- 
terns of individual children vary enormously from one another. An 
older, more experienced child will ordinarily rebel against an unus- 
ual punishment with greater intensity than a younger child. A child 
who has always had sufficient measure of self-assurance and pride 
will react to mistreatment in a far more spirited manner than one 
whose former behavior has been hampered by feelings of passivity 
and inadequacy. The nature and severity of the punishment will 
certainly have a bearing on the individual reactions of a child, too. 
A customarily submissive child may be so upset by the particular 
form the punishment takes that, like David Copperfield driven by a 
cruel whipping to bite his stepfather’s hand, he may be pushed to 
extreme lengths of rebellion or other disturbed behavior. (See chap- 
ter 7, section I, “Behavior Patterns.”) 

The child’s reactions to a punishment by someone not his parent 
may be highly colored by the attitude of that parent toward the 
punishment. A parent, for instance, who encourages a teacher or 
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police officer to punish his child severely, or who approves of such 
punishment after it has been meted out, may become, in the child’s 
eyes, the real executor of that punishment. Thereafter, the child 
may behave as if he has been punished by a cruel parent who has 
rejected him as being unworthy of defending in his hour of need. 

Another factor determining a child’s reaction to an unusually 
severe punishment would be the closeness of his relationship to his 
tormentor. You may often observe a curious thing in this connec- 
tion. A child who has been cruelly mistreated by some adult other 
than his parent will rarely seek to shield his oppressor if that 
grownup is brought to justice. The average child will pour forth his 
sense of wrong to the proper authorities in the hope that the adult 
who has hurt him may get his just deserts. This is commonly not 
the child’s attitude when he has been injured by one of his own par- 
ents. There are innumerable instances on record where the parent 
who has been brought into court for mercilessly whipping or burning 
his son or daughter will be stoutly defended by that very son or 
daughter. The child is quite sincere in begging the court to let his 
guilty parent go unpunished and free, 

The latter pattern may point up to you how vitally important this 
child feels it is to have a parent—even a cruel parent—to turn to. 
For notwithstanding his most convincing outward air of independ- 
ence, the child up to the age of fourteen or fifteen has a keen need 
for parental security. His attachment and dependence diminish, of 
course, as he grows older—but more slowly than he is usually will- 
ing to admit. Hence, when the child is threatened with separation, 
even from a parent who has punished him cruelly, he cannot bear 
to break the ties that bind them together. 

You may partly explain the above phenomenon by the fact that 
the child’s mental image of his parent is that of an idealized adult. 
This idealized image, which has been taking form in the child’s 
mind since infancy, pictures his parents as warm, tolerant, emotion- 
ally stable, understanding, generous, and possessed of limitless 
amounts of all that the child needs, It is very difficult for the child 
to accept the fact that his parent has really intended to hurt or 
harm him. Combine this tendency to retain the idealized image of 
his parent with the child’s native mistrust of all other adults, and 
you may grasp some of the reasons to explain why a child should 
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plead for the freedom and return of a mother or father who, let us 
say, has furiously beaten him with the buckle of a belt. 

This is often not the entire story. Whether or not he is able to 
frame this in words, a child usually feels that his parent or parent- 
surrogate is omniscient and so perfect that he is beyond reproach or 
criticism. This being the case, the child may look for his own short- 
comings, weaknesses, and guilts in order to account for the parent’s 
meting out severe periodic punishments to him. A general feeling 
of unworthiness may pervade this child. Although he may be 
unable to discern himself doing this, he may react as though some 
grave personal fault within himself justifies his parent’s severity or 
cruelty. On the surface, he may be conscious only of his resentment 
and bitterness at his treatment. Underneath, he may be trying to 
find in his own guilt and unworthiness excuses to justify maternal 
or paternal cruelty. As in the discussion of chapter 7, section I, 
(“Unusual Threats”), you may note that fairly often a child may 
actually provoke the adult to his violent behavior. Such a child may 
accept even a mild provocation on his part as a suitable cause for 
his parent’s cruel acts. This defense shows how deep is the child’s 
basic attachment to his parents. 

Severe punishments will eventually make the healthiest of young 
personalities helpless and uncertain. No matter how a parent or 
other adult may try to rationalize his severity, he simply cannot 
force a child to submit to severe pain, injury, or mistreatment with- 
out damaging that child’s personality in some way. Under these 
conditions, a child cannot develop a healthy regard for himself or 


those who count in his life. 


Persons Best Suited to Render 
First Aid 


Because you cannot undo a severe punishment to a child, espe- 
cially a physical punishment, the First Aider cannot be the person 
who inflicted the punishment on the child. Neither can the First 
Aider be a person who has encouraged someone else to punish the 
child or a person who has approved of the unusual punishment 
Once it has been given. 

Therefore, the First Aider must be an adult with whom the child 
can have a feeling of safety, warmth, and confidence. The First 
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Aider should be capable of being objective, that is, able to look 
upon the child’s behavior without prejudice. Possibly, he may have 
to be capable of looking without prejudice upon some provoking 
behavior of the child that caused his severe punishment in the first 
lace. 

‘ Depending upon the individual situation, a suitable First Aider 
would be the child’s parent, a neighbor, an adult relative, a clergy- 
man, or a physician whom the child knows intimately. 


Goals of First Aid: 


1. To protect the child at once from further suffering under a 
severe or cruel punishment. 


2. To help bring the child’s emotions under control, so that he 
may either be brought out of a state of panic or prevented from 
going into one. 

3. To prevent the child from performing a desperate act of 


revenge which would (or might) result in further severe punish- 
ments or other difficulties for him. 


4. To offer the child, through your presence and warmth, direct 
evidence that other adults, unlike his tormentor, regard him with 
genuine interest and concern for his welfare. 


First Aid Methods: DON’I’S 

DON’T try to arouse a child to intense anger at what has been 
done to him, if he is not inclined to be angry at the adult who has 
hurt him, or if he claims he still loves that adult in spite of every- 
thing. This admonition may be particularly hard for you to follow 
if the character of the child’s punishment has thoroughly outraged 
you. 

On the other hand, if the child is already angry, DON’T attempt 
to argue him out of it. His realization of having been offended may 
be a perfectly normal, healthy reaction to a severe punishment. 

DON’T be in haste to tell a child that he is completely in the 
right, either. He may have helped to provoke the punishment by his 
misbehavior. Your uncritical judgment of his actions may weaken 


his faith in you to maintain clear, unprejudiced attitudes about both 
the child and the punitive adult. 
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While the child is still in a highly upset state, DON’T go into the 
matter of his part in bringing on his punishment. Later, perhaps, 
when he has been removed from danger and has been calmed down, 
he may be able to talk about his behavior with you. Then, when he 
is able to give you his attention, you may let him know your opinion 
of any provocations he may have given which led to his punishment. 


DON’T tell or expect a child easily to forget about his punish- 
ment and its accompanying pain or discomfort. No doubt the child 
would like to do this, but the experience is usually too fresh and 
painful for him to take your advice. Neither should you try to con- 
vince him that the punishment no longer matters, since it is in the 
past. As long as the child’s behavior shows signs of disturbance, 
you cannot truly say that the severe punishment is in the past. 


First Aid Methods: DO’S 


Your very first problem may be to remove the child bodily from 
the presence of the adult who is punishing him. Where the adult is 
the parent, this may present a very delicate situation. You may have 
no legal right at all to interfere in the situation. The parent may 
claim, in angry tones, that what he does with or to his child is his 
affair. If you insist upon helping the child, you may run the risk of 
bringing additional parental anger down upon his head. 

Sometimes merely taking the child into a different room from the 
overwrought parent, or merely taking the child outside the house 
into the street, will bring him a certain measure of safety from fur- 
ther parental aggression. In extreme cases, where a child’s very life 
and limb may be at stake, you may have to use all the tact and judg- 
ment at your command in deciding what course of action is to be 
taken. 

In those situations where a child has sustained bodily injury, 
administer Red Cross First Aid before anything else. 

If the child is hysterically frightened or furiously angry, try to 
help him, through gentle words and kind treatment, to bring his 
mood under control as soon as possible. Try to bring him to appre- 
ciate the necessary limitations which reality places upon his anger. 
If the child wants to run away from home, school, or a job, let us 
say, restrain him from any such impulsive actions which are dom- 
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inated by extremes of emotion and hence are conceived without 
regard for the consequences. 

If you yourself are the child’s parent, be prepared to face the 
adult who has punished your child with your unqualified disap- 
proval of his act. This does not mean that you must condone or 
defend your child’s behavior one hundred percent, Your child may 
have misbehaved, but this does not mean you have to accept such 
extremes of punishment for anything your child did. 

If you, as First Aider, are not the child’s parent, you must be 
careful not to inflame a punitive parent further against his child by 
your defending him. 

Try to draw a child out concerning his experience. Find out just 
how much emphasis he places upon what has happened to him. Try 
to afford a child relief from tension by letting him tell you his 
troubles, as to a warm, composed friend. Offer your warmth, pro- 


tection, and moral support in proportion to the need which the 
Situation and the child’s personality call for. 


When to Obtain Professional 
Assistance 
You should seek professional assistance in every instance in 
which a parent has punished a child severely enough to bring physi- 
cal harm to a child or to attract community attention. Moreover, 
if the parent has made his child frequently undergo such punish- 
ment, you may reasonably assume that his preceding relationship 
with his parent has already produced sizable personality problems 
for this child. 


Getting prompt and adequate professional assistance for the child 
will often repair much of the damage to the child’ 

You may note an exception to the above situation. In rare 
instances, a parent may suffer from rec 


l urrent epileptic fugue states. 
During this state, he may lose control of his temper and commit 
acts of violence against his child. Although he may not lose con- 


sciousness during the epileptic fugue state, the passing of the con- 
dition may be followed immediately by a complete loss of memory 
as to what he has just done. If a child is old enough and mature 
enough to comprehend his parent’s affliction, he may be capable of 
forgiving and recovering from even severe punishments which the 
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s personality. 


parent may carry out during his fugue state. In that case, the child 
may not react nearly so violently to the punishment as he might 
have, had he been able to hold his parent responsible for his sudden 
change of mood. 

In general, seek professional help for the victim of an unusual 
punishment wherever his immediate behavior reactions to it last 
more than a few hours to a few days, or where his delayed reactions 
appear for the first time more than a few days after the punishment. 
(See “When to Obtain Professional Assistance” under chapter 7, 
section I.) 


Prognosis 


Except for punishments that may cause permanent physical dam- 
age to a child, the punishment itself is not the main thing which 
affects the emotional health of a child. The most serious thing 
about an experience of this kind for a child is that it may shatter his 
relationship with his parent or parents. Following a brutal or cruel 
punishment, a child may find it either impossible or just difficult to 
turn to that parent for emotional understanding and comfort and 
security. The law itself, as we have seen earlier, may have to step 
in to remove a child bodily from the custody of such a parent, in 
extreme situations. 

If you can guide a child to proper treatment for any personality 
disturbances which existed prior to his unusual punishment, you 
may help him to recover from much of the damage which the pun- 
ishment itself has seemed to cause. The outlook here is especially 
good for a child who has not yet reached adolescence and who has 
not been subjected too often or over too long a period to severe or 
cruel treatment. It goes without saying that a child who has always 
possessed a high degree of self-reliance will recover from cruel 
treatment at a relatively rapid pace. 


Workshop Example No. 1 


Ricky C., an eight-year-old boy, is reprimanded by his teacher 
for standing up to recite with his hands in his pockets. When asked 
why he does this, Ricky, confused, attempts to pass off the incident 
humorously by saying, “I don’t know. My hands are cold.” There- 
upon, the teacher says, “Ill show you what it is to have cold hands,” 
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and orders him to hold his hands outside the window. It is a cold _ 
winter day and Ricky is made to remain with his hands out on the 
sill for almost a quarter of an hour, while the class giggles. 

When Rickey returns home and complains to his parents, they 
both state the opinion that, “Your teacher must have had good 
reason for making you do this.” 

After this rebuff by his parents, Ricky who has always been a 
high-spirited lad, becomes moody and sullen. He complains of 
cramps in his stomach and will not eat much for several days. On 
these grounds, he begins staying home from school a good deal and 
begins to do poorly in his schoolwork. Several times during this 
period, he is awakened at night by bad dreams—a thing which has 
never happened to him before. 


Discussion Questions: 


(a) How does Ricky probably interpret his parents’ approval 
of his punishment by his teacher? 


(b) How and why did the unsympathetic attitude of his parents 
help to intensify Ricky’s delayed reactions to his punishment? 
(See chapter 7, section I, “Unusual Threats.” ) 


(c) Since Ricky’s teacher chose to single out his hands for pun- 


ishment, can you suggest some hidden feelings of unworthiness Or 
guilt this might have stirred within the boy? 


(d) Can you offer some likely reasons for the teacher’s acute 
irritation at Ricky’s habit of standing with his hands in his pockets? 

(e) If you, the First Aider, were another teacher in the same 
school, what First Aid methods would you apply to Ricky? 

(£) How would you go about doin 


b g this without getting the boy 
into further trouble with his teacher 


and his parents? 


Workshop Example No. 2 

Eva R. is an eleven-year-old girl whose mother has on several 
occasions beaten her furiously with a belt because Eva has stayed 
out late at night. She is the eldest of five children. Her widowed 
mother lives in a rather poor neighborhood and subsists on a gOV- 
ernment pension. Eva has joined her crowd in the evenings, playing 
under the corner street lights. Two of her friends, Mary and Jane, 
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are sisters whose mother works at night as a telephone operator. 
Their lax supervision permits them to stay out in the street till all 
hours. 

One night, Mary and Jane sit talking on the stoop of their house 
waiting for their mother to come home. Eva keeps them company. 
For some reason, this particular evening her friends’ mother does 
not come home on time. Eva, therefore, has no alibi as to where 
she was. 

Upon her daughter’s return home, Eva’s mother, who has been 
unwilling to leave her other four children alone in her flat to look 
for Eva, asks no questions. She begins flogging Eva in an infu- 
riated manner—this time using the buckle of the belt to hit Eva 
with. She cuts and bruises Eva severely on the face and shoulders, 
screaming with rage, as she does so, that Eva is a bad ungrateful 
daughter to cause her so much heartache, and that she will come to 
no good in the world. The woman next door is awakened by the 
screams of Eva and her mother. She gets her husband to force open 
the door to restrain the distracted mother. 


Discussion Questions: 

(a) In this situation, what would be your first move as First 
Aider? 

(b) Why would you call for professional assistance as soon as 
possible for both the mother and the daughter? 

(c) What possible effects do you imagine these floggings have 
had and may still have upon Eva? 

(d) Why do you suppose Eva stayed out late in the first place 
that night when she had been “strapped” on previous occasions for 
staying out late? 

(e) If Eva sobbingly told you that her mother was cruel and 
heartless, would you agree with this girl or would you point out to 
her that she had brought this all upon herself by her strange actions? 

(£) Should Eva threaten to run away and live with her unsuper- 
vised friends, Mary and Jane, how would you handle the situation? 
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SECTION THREE 


SITUATION: First Aid for the Child Disturbed by Adult Alcoholic 
Intoxication, Acute Psychotic Episodes in Adults, Adult Temper 
Tantrums, Chronically Depressed “Old Folks.”—At first glance 


you may consider that the above is a great deal of territory to 
include within one situation. Nevertheless, there is an identical 
element in each of these situations, which commonly disturbs the 
child. The behavior of the adult in each instance is a sudden depart- 
ure from the behavior to which the child is generally accustomed on 
the part of adults. Whether a child is exposed to an adult who is 
drunk, psychotic, uncontrollably enraged, or deeply melancholic, 
it is the unfamiliarity of the adult’s behavior which acutely disturbs 
the child. 

Where an intoxicated adult is in close contact with him, he*may 
present to the child tearful, agitated, depressed, “high,” belligerent, 
abusive, violent, or merely confused behavior. A psychotic adult 
(a person whose grasp on reality has been disturbed) may expose 
a child to these same extremes of behavior, either singly or in com- 
bination. An adult who is given to violent outbursts of temper, Or 
an elderly person who is chronically depressed (often a child’s 
grandparent), may likewise disturb the child by virtue of the fact 
that his behavior is so widely different from that which the child has 
come to expect from adults. (See chapter 7, section I, “Unusual 
Threats”; chapter 4, section Ii, “Witnessing or Being a Victim of 
an Accident”; chapter 4, section VI, “Separation from Parent.”) 


Behavior Patterns and the Mean- 

ing of the Situation for the Child 

The outstanding reaction of a child in one of these situations is 

bound to be bewilderment. A child does not really become used 

to seeing an adult display such intense feeling at any time. The 

drunken, the psychotic, or the chronically depressed adult does not 

act according to the usual pattern of behavior the child’s previous 
experience has established for grownups. 

A child of five or over may become quite “hysterical.” He may 

tug at the arm or clothes of an adult who is either maudlin or violent 
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and beg him to stop. He cannot conceive that this adult is unable 
to restore himself to more composed conduct. The frightened child 
may plead for more conventional, better controlled behavior. Any 
of the common fear patterns may appear in the child’s own behav- 
ior. In subsequent reaction to the episode, the child may experience 
nightmares, enuresis, a general heightening of any previous fears; loss 
of appetite, wakefulness at night, and so on. 

What further bewilders the child is the fact that nothing he can 
see accounts for the peculiarly intense feelings and actions of an 
adult under one of these circumstances. Although even a young 
child may have heard that liquor is the cause of intoxication, this 
scarcely explains to the child why this adult should drink—espe- 
cially if it has such disastrous effects on him. In the case of a dis- 
turbed psychotic or other very highly emotional adult, the child 
certainly cannot understand the reasons for the adult’s unusually 
despondent, excessively happy, OF intensely violent behavior. In 
general, a child is less able than the average grownup is to discern 
the causes of extreme disturbances of mood and behavior on the 


Part of adults. 
Peculiarly enough, a c 
by maudlin or jocose bei 
adult behavior. This is bec 
very young child’s own patterns and h 
Stands them. 
Why, you may ask, do intense feelings on the part of adults be- 
wilder a child, when a child is so familiar with intense feelings 
within himself? The question practically contains its own answer. 
A child admits that he cannot control himself one hundred percent 
of the time, and if he doesn’t admit this, he is emphatically re- 
minded of it innumerable times by grownups. He expects, on the 
Other hand, that grownups will furnish him with a model of what 
he will some day be. The adult’s example is more than a model to 
emulate; it is a hope and an inspiration which the child depends 
upon for security. Where an adult himself proves incapable of con- 
trolling violent anger, forcing back copious tears, OF snapping out 
Of a depression, the child’s own self-assurance may become shaken. 
If the adult who acts this way happens to be the child’s parent 
Or someone else close to him, the grownup’s uncontrolled behavior 


217 


hild of four or under may be less disturbed 
havior than by other types of abnormal 
ause these patterns closely resemble the 
e may imagine he under- 


may produce exaggerated feelings of loneliness within the child. He 
may feel abandoned and helpless. 

Adults sometimes feel that their being intoxicated in front of 
their child is harmless so long as they have a “happy drunk on.” 
Again, they sometimes excuse even drunken rages on the ground 
that their anger was directed away from their child toward someone 
else. Neither of these distinctions erases all effects which witnessing 
a close relative in a totally uncontrolled state can produce upon the 
child. For any kind of uncontrolled behavior on the part of a 
closely related adult will pull at the very roots of a child’s sense of 
security. It may be that in some Cases an unusually mature child of 
eight or nine may be able to Perceive that his drunken parent who 
is “feeling good” will get over his intoxication perhaps by the next 
morning. However, should this same intoxicated parent become 
maudlin or unusually aggressive, the child will continue to be dis- 
turbed, no matter how sophisticated he is. 

To dwell a moment upon the matter of the child’s sense of 


security: the child of any age looks to the adults in his life to furnish 
pee as 


himself. By so doing, 
are and how far he ca: 


Where a child is constantly forced to c 
self with a parent or rel 


ns. This train of thought 
Sis for the age-old super- 
violent temper are traits 
grandparents. 


stitions that alcoholism, insanity, and a 
inherited by a child from his parents or 
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Persons Best Suited to Render 
First Aid 
It goes without saying that the First Aider should be a person 
who is himself free from the effects of intoxicants, psychotic be- 
havior traits, or violent fits of anger. An intoxicated individual who 
has a disturbed child, for instance, cannot hope to apply First Aid 
successfully to the child. The same failure would face the psychotic 
or enraged adult who himself tried to undo the effects which his 
behavior caused, by acting as First Aider. In short, the situation 
calls for an emotionally composed adult in whose stability and self- 
control the child has confidence. 


Goals of First Aid 
(See chapter 7, section I, “Unusual Threats.” ) 


1. To protect the child from immediate physical danger. 

2. To offer him reassurance that his needs will be met despite 
the uncontrolled behavior of the adult. 

3. To assure the child, wherever possible, that the adult’s state 
of intoxication, agitation, anger, or depression is amenable to treat- 
ment and change and may therefore be temporary. 

4. To inform a child who is worried about the adult’s welfare 
as well as his own that the adult will also be helped with his 
difficulties. 

First Aid Methods: DON’T’S 


DON’T compel a child to remain in close contact or to come in 
closer contact with an adult whose behavior is uncontrolled. You 
may be inclined to belittle the danger of emotional harm to a child 
who remains in the presence of an overly gay, “high” inebriate. 
You cannot overlook this danger if the child acts afraid and is be- 
wildered in front of him. You need do no more than remove the 
child if he seems obviously undisturbed by the situation. 

DON’T insist that a child get over his disturbance in short order. 
Blithely passing over his reactions to uncontrolled adult behavior 
of this kind will accomplish little more than making him conceal 
his feelings from you. Inside, he will feel just as upset. In addition, 
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if he felt abandoned and alone before, he will feel more so now. 

Just because a child’s apprehension may seem unreasonable or 
unjustified to you as an adult, DON’T tease or make fun of him for 
it. If you did such an unsympathetic thing, you would increase the 
child’s feelings of helplessness and loneliness. 


DON’T urge a child to mimic or ridicule an intoxicated or other- 
wise disturbed adult’s tearful or “happy” behavior. The uncon- 
trolled actions of a closely related grownup frequently terrify a 
child because they make the adult unrecognizable to the child. 
Mimicking or ridiculing this behavior merely underlines in the 
child’s mind the impression that the grownup is disintegrating. This 
idea of a formerly dependable adult going to pieces is understand- 


ably frightening to the child. You don’t want to increase this feeling 
in him. 


First Aid Methods: DO’S 

On the positive side, remove the child from the sight and sound 
of the disturbed adult as soon as you can. By doing this, you also 
remove the child from any physical danger which may jeopardize 
him. Sometimes an unreasonable intoxicated or psychotic adult may 
want to follow you and the child. In that event, you may need an- 
other First Aider to remain with the disturbed adult to see that he 


leaves the child alone until such a time as he has recovered his 
self-control, 


Where the child has been dist 
tion or outburst of temper, 
state is temporary. 


urbed by either an adult’s intoxica- 


k end proof to the child of your declaration 
that this state is, in truth, temporary. 


After the child himself } 
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an older child, you might try such stand-bys as playing cards, 
checkers, chess, ball, etc. To repeat, however, such distractions will 
work only after the child’s initial disturbance has somewhat sub- 
sided. Such activities then serve the important function of helping 
the child feel more certain that he can and will remain in good 
control of himself. 

To prevent a repetition of a situation arising out of their intoxi- 
cation, you should admonish the adults responsible for a child 
regarding the undesirable effects of “serious drinking” in his pres- 
ence, Wherever you can, arrange to have children under twelve or 
thirteen removed, at least temporarily, from the scene when heavy 
drinking is planned or is in progress. A visit to a neighbor’s or a 
relative’s house may be enough to shield the child from the more 
upsetting stages of the adult’s behavior. 

What can you do to protect a child from future exposure to 
enraged, depressed, or otherwise seriously disturbed adult behavior? 
Your course of action for a child endangered by adult temper tan- 
trums has been treated in two previous sections. (See chapter 7, 
section I, “Unusual Threats,” and chapter 7, section II, “Unusual 
Punishments.”) Where you cannot easily secure the removal of a 
dangerous psychotic adult from a child’s home, you must transfer 
the responsibility for accomplishing this to such properly qualified 
persons as a physician or the police. Similarly in a case where a 
child is living in the same house with a chronically depressed aged 
person, perhaps a grandparent, you may have no choice but to work 
for the removal from the home of either the depressed adult or the 
child. The legal or social agencies which can help you to accom- 
plish this adjustment will, of course, vary with the particular com- 
munity. 

Where, however, the psychotic or depressed adult is not an im- 
portant part of the child’s family (i.e., not his parent or grand- 
parent), you may not have to take such drastic steps. For if a child 
witnesses such uncontrolled adult behavior only once, or rarely, he 
will react to it the same as he would to an enraged adult who was 
not related to him. The experience itself is seldom deeply upsetting 


to a child. 
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When to Obtain Professional 
Assistance 

Unless a child or his belongings has been the direct object of an 
attack or other severe treatment at the hands of an uncontrolled 
adult, he should calm down within an hour or so after you have 
applied First Aid methods. Where he does not, you should recog- 
nize that he needs professional assistance. You may confirm your 
judgment in this by noticing whether a child’s ordinary mood or 
behavior remains altered in any way for a day or two after the 
disturbing experience. The delayed appearance of enuresis or night- 
mares would be evidence of such a change in his behavior. 

You should also seek help for a child who has always shown 
patterns of personality disturbance if you observe marked intensifi- 
cation of these patterns or new disturbances in him for more than a 
few days. Such intensified patterns might refer to his temper tan- 
trums, nightmares, specific fears of doing things, poor social rela- 
tionships, poor school work, or poor appetite. 


Prognosis 

You need have little concern 
episode of an adult’ 
serious effect upon 
where the drunken 
child who is too you 
of a person who is 


that his merely witnessing a single 
s intoxicated behavior will have any lasting 
the child. Neither will he be deeply affected 
adult is someone else beside his parent. The 
ng to recognize or understand the maudlin tears 
drunk will scarcely be disturbed, 


use of a child’s Personality, age, and emotional 
development of this 
the adult’s uncon- 


a child who is exposed to other 
behavior, such as temper tantrums 
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radical changes in adult mood or 


or marked melancholia. In a household where a member of the 
immediate family is given to deep moods of melancholy or old-age 
depressions, the disappearance of a child’s disturbed reactions may 
well depend upon whether you, as First Aider, are able to enlist the 
cooperation of the emotionally healthy members of the family or 
community to protect the child. 


Workshop Example No. 1 


Virginia T., age eight, is awakened from sleep one evening by 
the noise of loud commotion in the living room of her parents’ 
apartment. Getting out of bed to investigate, Virginia is spied by a 
large intoxicated female guest. The woman lets out a raucous, 
“Whoops! Look at that sweet adorable child! Come here, sweet 
adorable child!” With this, the woman sweeps Virginia up in her 
arms, carries her over to the piano, and sits her on top of it. The 
other guests are in a similar state of intoxication and the big woman 
calls them over with, “I want you all to see this sweet adorable 
child I just discovered.” A group of guests quickly gathers around 
the bewildered Virginia. The large woman whom the others call 
“Hattie,” keeps smothering her with kisses, all the while holding 
Virginia helpless upon the piano. 

Looking about for help from her parents, Virginia sees her father 
nodding drunkenly, half asleep on the sofa. Virginia calls out to 
him, but he is too much “under the influence” to do more than smile 
sleepily at her, raise a feeble hand of greeting, and then sink back 
into sleep. Virginia has never seen her father this way. She calls 
out in vain for her mother, whereupon “Hattie” tells her that her 
mother has left the house. 

In a few minutes, Virginia’s mother, who has simply gone to a 
neighbor’s apartment to borrow some ice in a decanter, returns. 
Her mother has also been drinking along with the others, but is 
sober and in full possession of her faculties. Quickly perceiving her 
daughter’s plight, she easily rescues her from “Hattie.” By this time, 
however, Virginia is quite upset. She bursts into tears in her room, 
crying, “Daddy wouldn’t help me. He didn’t even know me.” An 
hour or two after the guests leave, Virginia wakes up from a night- 
mare and calls her mother. “I dreamed that ‘Hattie’ was my mother 
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idn’ ” she moans when 
and that Daddy didn’t even know who I was,” sl 3 y 
her mother comes into her bedroom. “Is Daddy all right? Will he 
know who I am in the morning?” 


Discussion Questions: 


(a) Under what circumstances would Virginia’s mother be hep- 
ing her by waking up her husband to prove that he knows Virginia? 


(b) What would you have to know about Virginia’s previous 
behavior patterns before you could predict whether or not this will 
have any lasting effects upon her? 


(c) What three elements in the situation probably disturbed the 
girl? 

(d) If you were Virginia’s mother, would good First Aid prac- 
tice call for your insisting that the girl go back to sleep, or for 


staying with her as long as necessary to calm her fears? If you took 
the latter course, how would you go about it? 


(e) How would you have handled the situation if the drunken 
woman had attempted to follow Virginia and her mother into the 
girl’s bedroom? 

(£) Why would the effects of this e 
little different if “Hattie” 
rather than intoxicated? 


Pisode upon Virginia been 
had been mentally disturbed and psychotic 


day. When Ralph or his 


use boisterously or laughingly, they are 
Sure to be greeted by a remark such as, “You are young. You can 


be happy. Wait till you get to be old like me. You won’t be happy.” 
One day Ralph sees his grandmothe 


other about this, but his 
“There’s nothing wrong with 
’ Little Ralph becomes disturbed 
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mother passes it off lightly with, 
Grandma. She only thinks there is.’ 


at this. After a while he comes to hate passing the living room in 
which his grandmother sits most of the time. He is doubly disturbed 
when one day after he has fallen and hurt himself, his mother tells 
him not to cry. “You don’t tell Grandma not to cry,” Ralph says. 
Soon after this, his parents note that he wants to get away quickly 
from the dinner table where his grandmother sits with sad, blank, 
Staring eyes. Ralph’s excuse is that he is not hungry. His mother 
scolds him for leaving food on his plate, but Ralph says he has 
really lost his appetite. 


Discussion Questions: 

(a) Should Ralph’s mother attempt to give Ralph an explana- 
tion of his grandmother’s behavior? If so, what? 

(b) Why does his grandmother’s melancholia affect Ralph so 
deeply—in spite of the fact that his mother herself shows little 
reaction to it? 

(c) If Ralph’s appetite continues to get worse, is there a solu- 
tion for the situation which you can suggest? 

(d) In the child’s language of behavior, what is Ralph’s loss of 
appetite trying to express about his feelings? 

(e) Why do you suppose the mother is less affected than the 
grandson? 
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CHAPTER EIGHT 


Ea AID FOR THE 
CHILD DISPLAYING 
ACUTE, SEEMINGLY 
INEXPLICABLE BEHAV- 
IOR (INCLUDING SUI- 


CIDAL ATTEMPTS) 


SITUATION: First Aid for the Child Displaying Acute, Seemingly 
Inexplicable Behavior (Including Suicidal Attempts.) —A great 
many sudden changes in the behavior of a child are covered under 
this heading. Each of these different forms has two things in com- 
mon with the others: it is an obvious sudden departure from the 
child’s customary behavior and it apparently does not stem from 
any cause which you may readily observe. 

This type of disturbance in a child might take one of several 
forms of behavior: his sudden uncontrollable outburst of anger; 
his sudden -expression of intense unreasonable fear; his sudden, 
seemingly unprovoked assault upon another child or even upon 4 
grownup; his sudden unprovoked destructiveness; his sudden with- 
drawal of all interest (or even attention) from his companions, 
family, or play activities; the sudden appearance of tics (involun- 
tary movements or twitches); his sudden, seemingly inexplicable 
attempt to take his own life in suicide, 


In trying to identify the origins of such acute changes in the 
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behavior of a child, you must be careful to discriminate between 
the child’s long-standing behavior patterns and those which are 
really different from or inconsistent with his usual patterns. 

Although you may find no visible cause in the circumstances of 
a child’s life to account for this unusual behavior, a specific cause 
always does exist either in his external environment or within the 
structure of the child’s personality. (As First Aider, you should 
know that the child may have to depend entirely upon professional 
help to discover precisely what this cause is.) 


Behavior Patterns and the Mean- 
ing of the Situation for the Child 


The child exhibiting one of these acute forms of inexplicable 
behavior will characteristically give you a poor or inadequate reason 
for his actions. He may in fact not be able to give any reason at all. 
If he suddenly becomes enraged and destructive for no apparent 
reason, he may not even attempt an explanation. To account for a 
sudden fear, he may advance an argument which is obviously not 
strong enough to account for the intensity of his reactions. Should 
a child of four, say, suddenly avoid all contact with any people 
other than his parents, should he pass restless, wakeful nights for 
two weeks, should he continue to express himself in gibberish even 
though he is capable of speaking well, you may look in vain for 
rational explanations of his behavior. (This last-named child’s dis- 
turbance may be caused by a disintegrating process within the 
internal structure of his personality. Such a disintegrating process 
is called a psychosis. ) 

In addition to deciding whether such behavior as the above fits 
in with the child’s customary way of acting or whether it is a sharp 
departure from it, you should note whether it continues persistently 
or whether it disappears within a few hours or days as spontaneously 
as it came. Only after carefully making these distinctions should 
you attempt to identify a child’s behavior as one of the above acute 


forms. 
“Inexplicable” Fears: 


A child who is assailed by a sudden fear may try to hide this fear 
by avoiding contacts with his parents. If he does confide his fear to 
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them, he may express it simply as a vague apprehension. He may 
say that something is going to happen to him if he goes to a certain 
place which formerly held no anxieties for him. On the other hand, 
he may show inexplicable irritability rather than fear in response 
to the tension created by his apprehension. 


“Inexplicable” Tics: 


A tic is a sudden, involuntary movement of specific muscles. The 
child who develops a tic is aware of the movement but is unable to 
control this movement for very long even when it is called to his 
attention. He usually shows some concern about his lack of control 
over a tic, but this behavior pattern rarely upsets him to an acute 
degree. He may thus give you a false impression that he is fairly 
indifferent to the whole thing. A child’s matter-of-fact attitude 
toward his tic is frequently in sharp contrast to the alarm, annoy- 
ance, or both which these involuntary movements of the child 
understandably produce within his parents. 


Attempts At Suicide: 


You will rarely find a child under the age of puberty who at- 
tempts to commit suicide. The child who does attempt to take his 
own life, however, may try to do so by hanging, poisoning, shoot- 
ing himself, or by breathing in a lethal gas. Although there is no 
fixed manner in which a child may go about this, you may often 
find it taking one or the other of two extremes. The child may 
set the stage dramatically with a strong exhibitionistic motive ap- 
parent behind his actions; or he may attempt to do it quietly behind 
a screen of great secrecy. You should regard both of these attempts 


as extremely serious matters, regardless of how far from achieving 
his own destruction the child may come. 


Causes for Acute Inexplicable Behavior Which May 
Originate in the Child’s External Environment: 


In a large group of instances a child’s inexplicable behavior may 
be brought on by some trying, intense experience which the child 
may keep secret from his parents. He may keep it a secret because, 
rightly or wrongly, he may be afraid his parents will punish him, 
ridicule him, or in other ways painfully disapprove of him. Feeling 
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unable to share the experience with them, he may become tense and 
brooding over what has happened to him. 

The actual experience which caused the resultant acute disturb- 
ance within a child might have been one of a number of things: 
he might have committed an act of stealing; he might have played 
truant; he might have failed in a school exam; he might have been 
rejected for membership in a children’s club or “gang”; he might 
have engaged in sex play (perhaps against his will) with an adult 
or other child; he might have witnessed sexual activity between his 
parents (the “primal” scene); he might have discovered he was 
adopted before his parents informed him of the fact; he might have 
been threatened by a bully of his own age; he might have heard 
unpleasant things about his parents from other people. The specific 
effects of each of these types of experiences upon the behavior of 
the child have been treated separately in other sections of this 
book. (See Table of Contents.) Suffice it to say here that such 
experiences may cause the child to have intense unexplained fears, 
to withdraw from his parents into himself, to lash out in fits of 
anger or destructiveness, to lose interest in school or play activities, 
to develop tics, perhaps even to attempt suicide. 


Considerations Regarding Acute Inex- 
plicable Behavior Which May Originate 
Within the Child's Own Personality: 


Certain types of acute behavior cannot be said to have their 
origin in a child’s anxiety over how his parents will feel about 
certain real experiences which he has been involved in. Similarly, 
his behavior cannot be said to result from concern over how best 
to handle his organized wishes and feelings toward parents or other 
people. Sometimes a child’s sudden strange behavior is primarily 

esses which arise within his own per- 


the result of disrupting proc 
sonality. Up to the present time, relatively little is known of the 
true causes of such disintegrative mental states. The psychiatrist’s 


term for these disrupting processes is psychosis. (See Glossary of 
Terms, Appendix II.) 

Where a child persists in bei 
sive, destructive, fearful, or withdrawn 
for a prolonged period of time, you ma: 
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ng markedly unreasonable, aggres- 
for no apparent reason and 
y have to consider the possi- 


bility that one of these disruptive processes is taking place within 
his personality. You may find that his behavior is bizarre and that 
he is neither open to reasoning nor to personal appeal by those who 
formerly counted in his life. His actions may, furthermore, be 
bound by manneristic or ritualistic behavior. In addition, he may 
refuse to eat entirely or he may rigidly limit himself to only a few 
foods; or he may refuse to be calm and controlled unless some 
particular member of his family remains continually at his side. He 
may refuse to respond to words entirely. 

You must be careful, before estimating that a child’s behavior 
may be psychotic, to rule out the possibility that the child is suffer- 
ing from reactions to physical disease. (See Chapter 10, “Behavior 


Disturbances Which Primarily Reflect Physical Illness or Dis- 


orders.”) Such organic conditions as epilepsy, hypoglycemia (too 
little sugar in the 


circulating blood), or acute allergic attacks which 
may involve the brain tissues, for example, may cause a child’s 
behavior to get temporarily out of hand in contrast to his ac- 
customed controlled patterns. Such changes may last anywhere 
from a few minutes to a few hours. They are not associated with 
the evidences of marked personality disorganization described in 
the immediately preceding paragraphs. 

You also must take into consideration that if a child is unex- 
pectedly frustrated when working on something he is deeply en- 
grossed in, he may experience Tage reactions of brief duration 
which, even in fairly healthy children, can sometimes be of a very 
severe acute nature. 

A special word must be said here on the subject of children who 
make attempts at suicide, Children with healthy personalities do 
not try to take their own lives, When a child does so, the suicidal 
attempt comes as a climax to a long series of tensions within his 
own personality structure, Often, clues to a child’s tensions have 


been ignored or gone unnoticed because the behavior disturbances 
appeared mild. 


Should you find what looks li 
mental circumstances for this dra 
not be deceived into acce 
Such an apparent cause 
college examination, his 


ke a realistic cause in environ- 
Stic act on the part of a child, do 
pting it as the only or principal cause. 
as a child’s failure on a high-school or 
anxiety over a petty theft which he has 
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committed, or his disappointment in the behavior of one or both 
of his parents would not be sufficient force in itself to propel a child 
into attempting suicide. Rather must this be the last straw, so to 
speak, which adds the final, intolerable burden to the child’s mount- 
ing inner sense of unworthiness, helplessness, and frustration about 
himself—feelings which he may never before have expressed di- 
rectly to anyone. To the trained and alert eye, a scrutiny of this 
child’s behavior prior to his attempt at suicide will almost always 
yield indirect evidence of the child’s inner feelings of inadequacy. 
He will have always shown some inclination to compare himself 
unfavorably to other children; he will have had a tendency to be- 
little himself compared to what his parents and others expect of 
him; he frequently will have had an exaggerated concern over get- 
ting high marks in school, and so on. This child’s essential unhappi- 
ness centers around his overwhelming conviction that, even with 
assistance from other people, he cannot succeed in overcoming the 
problems and obstacles which seem to be accumulating in his path. 

As mentioned above, such juvenile attempts at suicide rarely 
are made by children before the onset of their adolescence. This is 
because at adolescence the child feels the full impact of his matur- 
ing social and sexual drives. His approaching maturity, in turn, 
forces upon him the necessity of becoming more independent from 
his parents and of ultimately attaining emotional self-sufficiency. 
The child who has always struggled against a deep sense of his own 
unworthiness and inadequacy cannot face this. Attempting suicide 
is the unhealthy child’s way of punishing not only himself \but also 
others, for his own imagined failures. 

A tic is another form of behavior which is produced not by a 
child’s attempts to adapt to his external circumstances but by the 
conflicting feelings and forces within a child’s personality. These 
involuntary movements, sO frequently in the form of slight muscle 
twitches, have symbolic meaning in the child’s language of be- 
havior. To the First Aider, they should be regarded as storm 
warnings of significant inner tensions within the child. à 

A tic serves a child as an outward denial that such tensions do 
in fact exist within himself. A tic is a kind of emotional whistling 
in the dark which a child unconsciously uses to make himself brave 
and to defend himself against inner fears and forbidden impulses. 
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It is this symbolic purpose served by a tic which explains why, 
although a child knows that his muscles are twitching, he cannot 
long control them from so doing. A rather common tic, for example, 
is the involuntary repeated shoulder shrug. For the child, this 
movement may serve as a way of constantly proving to himself 
that he is not worried over some inner conflict, The shrug is a 
symbolic repetition of the idea, “I am not worried. Nothing is 
bothering me.” The need for this constant reassurance proves how 
disturbed the child really is. Similarly, excessive eye-blinking may 
express a child’s repeated defense against his inner wish to cry— 
the desire to cry representing an infantile pattern of behavior which 
the child is outwardly ashamed of, but which he is inwardly unable 
to outgrow. Despite the fact that the child is completely unaware 
of what concern really motivates it, his tic serves him as an im- 
portant device with which to prevent the emergence of his true but 
unacceptable inner feelings and wishes, 


Persons Best Suited to Render 
First Aid 


These would ordinarily include: the child’s parents, a close 


relative, a friend of his family, his physician, his school guidance 
counselor, his teacher, his clergyman. 


Goals of First Aid 


ation which might be resolved quickly 
Onic problem for the child and his 


1. To prevent an acute situ 
from developing into a chr 
parents. 


2. Where the cause of a child’ 
may originate in some actual ex 
this cause and, insofar as possi 


s apprehension or strange behavior 
perience. First Aid aims to discover 
ble, to remove the basis for it. 

3. To help restore the child to a state of emotional equilibrium 
so that he may be “reached” by others—if necessary by profes- 
sional assistance later, for example. 

4. To ascertain the kind an 
which the child’s condition war 
help for the child as promptly a 


d nature of the professional help 
rants and to aid in procuring such 
S possible when it is needed. 
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First Aid Methods: DON’I’S 


DON’T keep insisting that a child has no right to behave as he 
is doing. No matter how obscured the cause is from either your 
sight or the child’s, there always is a cause. As First Aider, you 
must recognize this fact and turn your efforts to ascertaining the 
cause of the child’s behavior yourself or, if you cannot, to procur- 
ing the adequate professional help for him that will. 

DON’T resort to punishments in order to terminate the child’s 
acute behavior. Restrain a child who is bent upon self-destruction 
or self-damage, yes, but this does not mean that you should punish 
him. The child who is subject to acute inexplicable fears, who 
attempts to take his own life, or who feels compelled to persist in 
his tic—that child feels helpless and unwanted already, without 
your adding punishment to his sufferings. 

For the same reason, DON’T employ ridicule or sarcasm and 
hope to “snap him out” of his unexplained behavior. 

In seeking for a cause for his otherwise mystifying behavior, 
DON’T threaten or intimidate a child in order to wring confessions 
of other misbehavior, such as sex play or delinquencies, out of him. 

Should a child seem to be beyond the reach of reason or to be 
otherwise inaccessible to your help, DON’T abandon him. He may 
act as if he does not need you or even know you are in his presence, 
but he needs your companionship and the silent sense of security 
which your nearness to him brings. This does not mean that you 
should force your company upon a child who specifically asks to 
be left alone or who seems disturbed by your proximity. However, 
you should keep a wary eye upon him also. For if a disturbed child 
has a secret impulse to injure himself or even destroy himself, you 
want to be in a position to protect him. 

On the above score, DON’T ever treat any child’s attempt at 
suicide lightly. (Strange as it may seem, adults sometimes do try 
to pass off a suicide attempt lightly.) Regardless of how ill-planned 
or half-hearted such an attempt may seem, keep this child under 
careful surveillance at all times, until psychiatric consultation can 
be arranged for him and the future course of action can be out- 
lined in detail by the psychiatrist. Relenting in your vigilance in 
this matter before you have discovered the true depth and extent 
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of the child’s disturbance may prove a very costly relaxation on 
our part. 
pEr First Aid Methods: DO’S 

In a friendly warm manner, try to approach the child on the 
subject of what disturbs him. Naturally, if the child has completely 
withdrawn his attention from the outside world or if he is in a 
highly excitable or irritable state, you will first have to wait until 
he begins to show his willingness to listen to you as First Aider 
before you proceed with your inquiry. 

Even if it is at the cost of great self-control on your part, be 
patient with this child. Stand by him firmly as a friend no matter 
how outrageous or provocative his behavior may seem to you. 
Remind yourself as often as is necessary that if the child’s behavior 
is confusing to you, then certainly it must be doubly so to the child 
himself, who can have none of your insights into what he himself 
is doing or why he is doing it. 

If you should succeed in finding a precipitating cause, that is, 
an experience which might account for a child’s heretofore inex- 
plicable behavior, let the child know that you have discovered it. 
Then try to help him gain some insight into the peculiar logic of 
what he was attempting to do. An example of this cited previously 
here (see chapter 4, section Il, “Learning Unexpectedly That He 
Is an Adopted Child”) is that of the child whose manner becomes 
acutely withdrawn toward his Parents after he has secretly dis- 
covered that they are his adoptive instead of his real parents. If 
you can help the child see how his behavior has made sense after 


emotionally freer to examine 
through which he may solve or control his fears, his sense of un- 
worthiness, or other “inexplicable” impulses. 


When to Obtain Professicnal 
Assistance 


Always procure a psychiatric consultation for a child who at- 
tempts to commit suicide. The grim truth is that you may not get 
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a second chance if you neglect to do this after a child’s first attempt 
has failed. 

Similarly, but for different reasons, always seek psychiatric help 
or assistance from a child guidance agency for a child who develops 
a persistent tic. The persistent tic is a sign of a disturbance that 
goes deeper than mere lack of control over a twitching set of 
muscles. 

For a child whose fears, overaggressiveness, destructiveness, or 
withdrawal of interest are out of all proportion to visible logical 
causes, professional help is essential too. If this type of disturbance 
lasts more than a few hours or days, you should consult the child’s 
family doctor, a child guidance agency or a psychiatrist. 


Prognosis 


The outlook for a child who has made an attempt at suicide does 
not depend upon his patterns of behavior. Rather does it hinge 
upon the healthiness of his internal personality structure and the 
extent to which this will permit him to benefit from psychiatric 
help. As First Aider, you would leave the responsibility for such 
predictions to the consultant psychiatrist. The same would be true 
of the outlook for the child who has developed a persistent tic. The 
health of the child’s basic personality structure and his accessibility 
to help will determine the outlook for his recovery or improvement. 

Where a child’s acute behavior disorder is short-lived and is 
traceable to a specific stress in his environment (as, for instance, 
his failure on an exam, OF his theft of some money), much will 
depend upon how well he is able to adapt himself ordinarily to 
everyday situations. Should he be able to succeed in getting along 
in school, at home, and at play with his friends, this would augur 
well for him. It would indeed hold promise that his acute behavior 
pattern might never recur again—or if it did, perhaps, it would do 


so at longer intervals and become of shorter and shorter duration. 


Workshop Example No. 1 
Because their son of fourteen has always been a fine student and 
a good mixer, Leo T.’s parents are startled when, after the second 


week of his first term in high school, Leo suddenly loses all interest 
in his schoolwork. He gets up lethargically in the mornings and 
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admits disinterestedly that he has not done his homework. He tells 
his mother that he does not care whether the teachers pass him 
or not. 

Leo still maintains his social contacts with his friends at school, 
but is completely withdrawn from the rest of the school situation. 

On parent-teacher night, an understanding interested teacher of 
Leo’s discusses the problem with Mrs. T., who has come alone. Leo 
has denied emphatically that any teacher has mistreated him; in 
fact he admits that they have treated him very kindly, particularly 
considering that he has given up doing all work or paying attention 
in class. 

The mother remarks to the teacher that she has kept Mr. T. in 
ignorance of the problem because if the boy’s father ever hears of 
this, he will punish Leo severely. Upon learning of this, the teacher 
arranges an interview between the mother and the school guidance 
counselor. In this brief contact, the teacher’s questioning of Mrs. T. 
does not uncover any obvious disturbing experiences in Leo’s life 
to explain the sudden changes in his behavior. Mrs. T. reports that 
Leo himself has reiterated Over and over again that he can’t stand 
school and that he doesn’t care if he fails in his subjects. He appears 
convinced that he cannot compete with the students in high school 
who, he says, are so much smarter and more grown-up than he is. 
Leo’s mother says he has always been overanxious about getting 
high marks and being inferior to other students, despite the fact 
that he was the valedictorian in elementary school. He has never 
shown a lack of interest before. 

The teacher succeeds at least in two things: she convinces Mrs. T- 
to prevail upon her husband not to punish Leo, pending further 
developments in his behavior, and she gets Mrs. T. to consent to 
an interview with the schoo] guidance counselor concerning her son. 


Discussion Questions: 


(a) Suppose that you were Leo’ 
did not appear for her interview 
what would be your next move? 

(b) What possible ex 
given for Leo’s acute with 


s teacher and that Leo’s mother 
with the school guidance counselor; 


Planations can you infer from the facts 
drawal of interest from school? 
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(c) Why would it be essential to provide the help of a physician 
or child guidance agency for Leo as soon as possible? 


(d) If Leo were left unaided, what might be the possible next 
developments in his behavior? 

(e) Why was Leo’s teacher correct in warning his mother and 
father against punishing the boy? 


Workshop Example No. 2 


When Edith O, seven, suddenly refuses to get out of bed until 
quite late the second morning in a row, her mother calls her family 
physician. For Edith has always been the early bird in the house- 
hold, getting up and dressed before anyone else and acting bright, 
friendly, and cheerful with everyone. Now, however, Edith does 
not want to leave her bed in time to have breakfast with her parents. 
She complains of no ailment; however, when her mother brings a 
tray of food to her bed, Edith barely touches it—saying she is too 
full after the first few bites. She complains she is unable to go to 
school and lazes about her room, showing great irritability at the 
dress her mother proposes she wear, at the dust the maid makes in 
carpet-sweeping her room, and at a radio program to which she 
listens with growing impatience. 

As yet, Edith’s behavior has not seriously affected her school 
work despite the child’s self-imposed absence. She does the home- 
work which her teacher had assigned her two days before. Also, 
Edith still shows normal interest in her friends; when Maxine tele- 
phones after school, Edith asks her about a play they both had been 
rehearsing in school. The two girls gossip amicably for several 
minutes about school personalities. Still, Edith confines herself to 
her room for two days and gives her parents no reasonable explana- 
tion for doing so. 

Upon the arrival of the family physici 
the covers of her bed, although she has 


feeling for the doctor before this. Gent t 
coaxes Edith to come out from under the covers and let him 


examine her. The examination reveals no physical ailment of any 
kind. The doctor then questions the mother in private as to whether 
Edith has undergone any upsetting Or unusual experience lately. 
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an, Edith cringes shyly under 
always had a warm friendly 
ly and slowly the doctor 


The mother says she is quite certain Edith has not—but a on 
minutes after the doctor leaves, Edith’s mother recalls that four 7 
five days ago Edith had unexpectedly gotten up during the se 
because of an upset stomach, had come abruptly into her eae 
room and had glimpsed sexual activity between them. Since Edi á 
had made no comment about her experience, her parents assume 


she had been too preoccupied with her cramps to have noticed this 
“primal” scene. 


Discussion Questions: 


(a) If you were Edith’s First Aider, why would it be face 
for you to explain to the girl that her staying in bed is a symbo! 
attempt to deny and prevent a repetition of having seen intercours 


between her parents a few nights before? Why would your doing 
this be dangerous? 


(b) As Edith’s parent, would you attempt to force her to get 
up, get dressed, and go to school? 

(c) Why was the doctor wi 
out from under the covers to 

(d) What connection can 
nessed the “primal” 
to examine her? 


(e) In view of Edith’s previously happy, seemingly well-adjusted 


behavior, what would you say were the chances for her getting over 
her withdrawn behavior rapidly? 


(£) Why would the mother 
recognize the worries refer 
Aider approach the whole 


se in not forcibly making Edith come 
be examined? 


you see between Edith’s having ee 
Scene and her unwillingness to allow the docto 


be the best person to help the child 


ted to in (a)? How should the First 
subject? 
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CHAPTER NINE 
| Faroe AID FOR THE 
CHILD WHO IS A 


NARCOTIC ADDICT 


SITUATION; First Aid for the Child Who Is a Narcotic Addict— 
You will not come across narcotic addiction in a child before 
adolescence. True, some casts have been reported as young as 
twelve; but available figures indicate that children seldom discover 
or use drugs before the age of fourteen. Among adolescents, the 
drug habit seems to “hook” boys far more often than girls—in a 
ratio of approximately three or four males to each female who 


uses it. 

Only rarely will yo 
through his free confe: 
ing addiction by wate 
would be a highly unre 
cumstances force him to 
days, you have a better © 
mild physical symptoms 

You will no doubt want 


u learn about a child’s addiction to a drug 
ssion of it. Moreover, for you to try detect- 
hing for the effects of a drug upon a child 
Jiable method. However, if and when cir- 
go without the drug for a few hours or 
hance of recognizing his addiction by the 
produced by his enforced abstinence. 
a definition of what is meant by the term 
“addict.” A narcotic addict is a person who requires a daily con- 
sumption of one or more drugs, usually in progressively increasing 
amounts. For the addict, the drug has become necessary for him 
to maintain some degree of coordinated, effective behavior and a 
sense that he is worth-while. Conversely, an addict is one who, if 
he has not had his daily quota of a drug, feels overpowered and 
the simplest daily tasks and functions. 


helpless in the face of even j 1 
Incidentally, the fact that addicts need the drug in ever-increas- 
ing amounts partly explains why children under fourteen rarely 
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become addicts. It may cost a full-fledged narcotic addict from ten 
to fifteen dollars a day to pay for his daily dosage. A child under 
twelve or fourteen would ordinarily find it impossible to raise daily 
anything approaching that much money. There is, too, another 
important reason for the appearance of the bulk of teen-age addic- 
tions after fourteen years of age. Puberty brings great social de- 
mands to bear upon any child: he is expected to become more 
independent from his parents. He is expected to think of a job or 
a career. His new sexual urges call out to him for satisfactions which 
he seeks to obtain for himself often without asking his parents 


help. He is expected to become almost completely self-sufficient by 
this stage of his life. 


Now a child who has alway: 
and inadequacy may find that 
intolerable. The height of this 


s suffered from feelings of instability 
the demands of adolescence are quite 
Strain is reached for him usually after 
a child’s fifteenth or sixteenth year. For this youth, narcotics come 
as a refuge—a temporary producer within him of feelings of inde- 
pendence and self-sufficiency. F 
There are two general types of drugs to which the teen-age addict 
may turn. One type does not produce physical dependence upon 
it nor severe physical symptoms if its use is discontinued for more 


than a day. To this first type belong marihuana, cocaine, and bar- 
biturates such as nembutal. 


The other type of drug does 
therefore, severe physical react 
more than twelve hours or 
morphine, heroin, codeine, 
demerol, metapon, meperidine 


produce physical dependence and, 
ions if its use is discontinued for 
so. To this type belong the opiates: 


and synthetic analgesics such as 
» methadone, 


Behavior Patterns and the Mean- 


ing of the Situation for the Child 
Compared to confirmed a 


tively small amounts of an 
codeine. Consequently, when 


the adults who are in daily 


Contact with them. 
Smoking “reefers” (mari 


huana) is usually an adolescent’s first 
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addiction. Marihuana is cheap compared to other drugs. It is fairly 
easily obtained. It may actually be grown in backyards within a 
city’s limits. The smoking method provides the child with a quick, 
simple way of deriving the effects of a drug. 

A child who begins using marihuana as early as his fourteenth 
or fifteenth year is not likely to shift rapidly to another stronger 
drug. In the first place, as has been mentioned, the cost of paying 
up to ten to fifteen dollars a day for his daily quota is quite pro- 
hibitive to most youngsters of that age. In the second place, the 
boy or girl of fourteen or fifteen does not have to face the demands 
of family and society to quite the same extent that the older adoles- 
cent does. Boys of sixteen to nineteen are expected to become 
emotionally independent from parents—particularly from their 
mothers. They are expected to be at least on the road to earning 
their own living and supporting themselves. The boy of fourteen 
or fifteen may have to face similar demands, but these are usually 
made upon him in a milder form. He has a year or two’s grace in 
which to cope with them. All this may in some measure explain 
why, as a rule, the younger child’s addiction seems to become 
stabilized—for a time—at the level of the weaker drug, marihuana. 

However, there is no absolutely fixed period after which the 
transition from marihuana to strong opiates is bound to take place 
or not take place. The child of sixteen or over whose addiction 
leads him on to heroin, morphine, or codeine may do so after as 
little as a month or as much as two years of “reefer” smoking. 
Such variability in the behavior patterns of young addicts depends 
not only upon their age and emotional maturity but upon their total 


personality patterns. s 

Doensiankiis you may observe a number of definite effects pro- 
duced either by a) the drugs themselves or b) discontinuation of 
the use of the drugs. 


1. Marihuana: 


(a) The use of this drug produces bloodshot eyes, a sleepy ap- 


but no notable lack of motor coordination. The addict’s 
huana may be silly; he may be given to 
ling. A strong odor generally ema- 


pearance, : 
behavior after using marinu 
excessive, unaccountable gigg 
nates from his breath. 
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(b) Discontinuation (whether enforced or voluntary) of mari- 
huana will cause the child to become irritable and restless. It will 
considerably reduce his powers of concentration and his desire to 
eat. It will make him moody, secretive. The withdrawal symptoms 
will be the result, however, of the child’s emotional dependence 
upon marihuana, not of his physical dependence upon it. 


2. Heroin: 


(a) Usually whatever effects of heroin you can observe upon a 
child come from his not having had the drug recently rather than 
from his having had it. For the use of the drug produces no visible 
effects directly traceable to it. However, there may be marked 
secondary effects of its prolonged use which you can notice. A 
juvenile addict may suffer from malnutrition—the heroin having 
been responsible for his loss of appetite. Consequently, the child’s 
complexion may look waxy or pale, and he may look generally 
emaciated. He may act weak and apathetic; blood tests may show 
that he suffers from anemia. Although heroin may be sniffed in 
powder form through the nose “snorting’”), the more common 


and advanced method of taking the drug for confirmed addicts is 
by injection, into the skin or V 
“shooting the main line”; 


when merely inhaled. 
ale marks on the shoulders, fore- 


symptoms are in proportio; 
come to depend upon. T 
heroin will perspire; his nose will Tun; his eyes tear; the pupils of 
his eyes will become dilated. In a more severe case, where large 
amounts of opiate have been used daily, the addict will become 
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restless; his muscles will twitch and he will suffer abdominal cramps; 
he will suffer from sleeplessness; he will lose all appetite for food; 
he will experience waves of goose pimples over his skin. These are 
all called withdrawal symptoms. 

Before going more deeply into the nature of the satisfactions 
which teen-agers derive from narcotics, we must pause to correct 
two fairly widespread misimpressions concerning the social be- 
havior of young addicts. For one thing, teen-agers who use drugs 
do not customarily operate within gangs of delinquents. Although 
the adolescent who uses a drug may have many acquaintances and 
may circulate among other teen-agers, he seldom has close friends. 
Because of his unreliability, he will rarely be admitted into gangs 
of delinquent teen-agers. It is true that confirmed teen-age addicts 
often organize themselves into social groups. However, they bind 


themselves together out of common need and practice, not friend- 


ship. 
Another fairly widespread misimpression concerning the teen-age 
addict is that the intake of a drug makes him violently dangerous. 
You should note that although the teen-age addict is certainly 
deeds of violence, this violence usually occurs when he 
is “off? the drug rather than “on” it. In the course of his efforts 
to obtain money for more heroin, let us say, in order to forestall 
his dreaded withdrawal symptoms, the adolescent may be driven to 
perform a desperate violent act. Should he do so, he almost always 
acts by himself as a “lone wolf” rather than as a member of the 
legendary “hopped up” gang. 

The big questions which you will want answered now are: “Why 
does any teen-ager turn to a drug?” and “What satisfaction does he 
derive from his addiction?” 

A teen-ager with a reasonably healthy personality possesses 
within himself a strong natural armor against harmful drugs. For 
his healthy feeling of pride in himself and his realization of his own 
worth and capabilities steer him instinctively away from habit- 
forming drugs. To this adolescent, an awareness of the real dangers 
involved destroys all possible attractiveness of the idea. The healthy 
adolescent’s desire to remain independent and self-respecting 
readily repels the temptation of pleasures which drugs are supposed 


to offer. 


capable of 
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The adolescent who turns to drugs is obviously not fortified 
against them by such healthy pride and self-esteem. He is a child 
who is constantly struggling against an unconscious striving to 
remain dependent upon his parents, his teachers, his friends, emr 
ployers, and so on. He is a youth who is pessimistic about his 
chances of achieving any measure of success in what he undertakes 
by himself. He feels generally inferior to others of his own age. 
His words and ideas may frequently express his ever-present sense 


of futility about succeeding in the tasks and activities he is attempt- 
ing. 


y boast to the neighbors of 
thing, clean the house, and 


against his unconscious 
relation to his parents, te: 


; achers, fellow teen-agers, and others. 
Heroin achieves the s 


e : ame escape for him from feelings of infe- 
riority, though in a Somewhat different way. Heroin temporarily 
dulls the adolescent’s Concerns about his abilities, his need to earn 


a living, his sense of inadequacy, his unfulfilled desires for healthy 
fun. While under the effects of heroi i 


the drug itself. Without his daily supply of marihuana reefers, the 
young addict again feels inferior and incapable of succeeding in any- 
thing. Without his daily dosage of heroin, he experiences the 
dreaded withdrawal symptoms. Moreover, any successes which he 
may have achieved with the help of the marihuana afford him nei- 
ther comfort nor inspiration as soon as the drug has left his system. 

Thus, the addict has tricked himself into merely substituting 
dependence upon a relentless drug for his original dependence upon 
his mother, father, or other adults. As his addiction progresses, he 
not only becomes completely dependent upon the drug but also 
upon those unscrupulous peddlers or “pushers” of the drug from 
whom he must obtain his dosage. This is indeed the grim joker in 
the addict’s method of solving his problem. 

We may divide the factors which predispose a child to become 
an addict into three categories: 1. Personality Structure; 2. Social 
and Economic Pressures; and 3. Physical Factors: 


1. PERSONALITY STRUCTURE: We have already suggested above 
what the personality of the adolescent addict is likely to be. We have 
suggested that he is apt to be a child who has always had trouble 
starting and finishing a job, who cannot seem to make the most of 
his opportunities for work or play, either at home, in school, or in 
the working world. If he is a child with a musical talent, he is likely 
to give up easily in the face of technical difficulties or criticism. If 
he has mechanical, athletic, culinary, or other aptitudes, he is likely 
to feel that he can never do anything worth-while with his abilities. 

The level of a child’s intelligence has little to do with his choos- 
ing addiction as the solution of his problems. For under the guid- 
ance of an adult, this type of adolescent may show considerable 
ability at school or work. The outstanding trait of this child is, how- 
ever, that before he discovers drugs, he must depend upon the 
initiative of someone else to carry him along in what he does. 

It is significant, in the light of the above, that the teen-age addict 
usually comes from a home where the mother is unquestionably the 
dominant parent. This does not mean that the mother is a harsh, 
unitive parent; she is simply the parent with the much 
will in domestic affairs. In this home, the 
background, either because the man has a 
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severe, Or p 
stronger personality and 
father is pushed into the 


distinctly passive personality, or because he is absent from the home 
most of the time. + 

Because of the mother’s dominance in his home, the boy teen- 
ager may turn to drugs even though there is no open or outward 
tension in his family life. In the case of a boy, his addiction is an 
attempted solution of the following problem: On the one hand, as 
he leaves childhood behind, he struggles against his strong feelings 
of dependence upon his mother—feelings which are carry-overs 
from his unavoidable dependence upon her in childhood. On the 
other hand, he gets no aid in this struggle from the example of a 
self-confident father who normally would show his son how to 
live compatibly with mother while yet maintaining a goodly meas- 
ure of self-assurance and independence. The drug unhappily seems 
to supply a solution for the boy in the form of artificially produced, 
though temporary, feelings of self-sufficiency and independence. 

In the case of the girl teen-ager, the attraction of drugs arises 
out of a similar conflict with a dominant mother personality. With 
a girl, however, the absence of a self-sufficient father leaves the gir! 
all alone to free herself from her dependence upon her mother 
without the image of a strong male to rescue her, so to speak. This 
teen-ager’s emotional dependence upon mother may be so complete 


that she even fears to picture herself as a grown woman with a hus- 
band to respect her and protect her. 


2. SOCIAL AND Economic PRESSURES: You must not think that 
poor social or economic conditions can in and of themselves cause 
an adolescent to turn to drug addiction. There is enough truth in 
the rags-to-riches legend and the log-cabin-to-white-house legend 
to prove that a healthy child will try to overcome, rather than suc 
cumb to, a poor social and economic environment, 

However, add poor socia 
faulty person 
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religion, his lack of education or social standing, he might be once 
more filled with feelings of hopelessness. The social and economic 
hurdles in his way would furnish him with real, seemingly insur- 
` mountable barriers to independence. These realistic conditions 
would immediately increase his inner feelings of inferiority and 
pessimism. “What’s the use of my trying to improve myself,” he 
may say, “when everywhere I turn, I meet with failure.” 
Obviously then, racial, religious, or social discrimination or poor 
economic circumstances do not produce drug addiction unless they 
involve a susceptible personality. Unfortunately, this combination 
is very common. 
Still one more social factor plays a part in teen-age addiction. 
Adults of eighteen and over are usually introduced to narcotics by 
individual “pushers.” A “pusher” is himself usually an addict who 
has turned to selling the drug to new prospects in order to earn 
money for his own daily supply. 
Being led into addiction by a “pusher” is not at all the typical 
way a teen-ager (under eighteen) comes to try a drug. Amongst 
adolescents, the social pressure of a group of friends is usually the 
important factor. A teen-ager of the previously described suscep- 
tible personality may be urged by his friends to “give the drug a 
try.” Usually his first attempt is the seemingly harmless smoking of 
“reefers” or sniffing (“snorting”) of heroin. Since the susceptible 
teen-ager is an individual who is chronically pessimistic about 


accomplishing anything by himself, he is usually eager to be 
is group of friends. In order not to be 


accepted as “hep” by hi 
rejected as a “square,” he may try the drug. The artificial sense of 
well-being and independence which the drug creates in him is what 
ultimately “hooks” him. 

3. PHYSICAL FACTORS: There is no truth to the belief that a per- 
son who has never used a drug may need it for the normal func- 
tioning of his physical constitution. Any physical need for a drug 
arises out of an individual’s having taken it for a time and then dis- 
continued it. These physical symptoms are commonly referred to 
as withdrawal symptoms. pas 

It sometimes happens that patients or sufferers from chronic ail- 
ments use an opiate for relief from physical pain, When they 
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attempt to discontinue it, they may discover that they have ee 
oped an addiction. Marked physical reactions may show up, . 
lowing their withdrawal from this drug. However, you will rarely 
encounter this situation among patients who are still in their teens. 
Among teen-agers, dependence upon drugs usually results from 
their deliberate use of narcotics to produce a temporary sense of 


competence, emotional well-being, or indifference to real-life prob- 
lems. 


Persons Best Suited to Render 
First Aid 
Since no one but a aeons 
rcotic addict, the First Aider should be someone who is willing 
and able to contact a doctor as soon as the drug addiction is dis- 


1. To help tide 
the drug and the ti 
this time, there m 
ing to the addict b 
toms. 


2. To bring the young user of drugs into contact with a phy- 
sician as soon as possible so that he may be immediately assisted on 
the way to freedom from his dependence upon drugs. 


First Aid Methods: DON’T’S 


DON’T try to handle the situation yourself without the prompt 


services of a physician, 


help. The teen-ager is not a f 
sincere intentions of th 


DON’T accept gestures of the addict’s penitence or atonement 
as proof that he is cured. Even if he gives up the drug for a short 
time, he may merely do this to prevent you from taking more per- 
manent measures to have him cured. 


DON’T resort to punishment—whether physical punishment, 
private ridicule, or public disgrace—in order to end his addiction. 
Remember that this youth’s addiction is his pathetic attempt to 
overcome his basic sense of inadequacy and inferiority. Punishing 
him will merely increase these feelings in him and, if anything, may 
heighten his need for a drug. 

DON’T prevent the young addict from taking a drug to relieve 
his withdrawal symptoms while he is awaiting professional help. 
Taking away his equipment or drug during this waiting period will 
do him no good. This is, of course, a ticklish problem for you as 
First Aider. Since procuring drugs is illegal, you dare not actively 
aid the addict to obtain a drug no matter how he pleads for you to 
do so. On the other hand, if the addict already possesses a dose of 
the drug, you will accomplish no good by attempting to prevent him 
from using it to tide him over a transition period. Forcing the issue 
may simply drive the addict out of your reach and into some rash 
action. 


First Aid Methods: DO’S 


In the above situation you must secure the services of a physician 
as quickly as possible. If, in the physician’s judgment, the tempor- 
ary administration of a sedative or other drug is indicated, he has 
the legal right to prescribe it. 

If the addict refuses to cooperate in seeking treatment for his 
cure, you, as First Aider, should take it upon yourself to enlist the 
services of a law-enforcement agency to compel him to do so, In 
many cases, this may mean your calling upon the police for help, 
but do not do so with punitive intentions. 

By all means try to prevent the young addict from maintaining 
contact with his former associates. Since they may have introduced 
him to the drug at “marihuana parties,” or may be a member of 
some other narcotics circle, the sooner you can make him drop 
these cronies, the better off he will be when he begins to withdraw 
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from the drug. Furthermore, his former cronies may be the source 
of supply for his drug itself. 


When to Obtain Professional 
Assistance 


Without any exceptions, seek medical assistance from the family 
doctor or a psychiatrist for the young user of a drug. One of the 
first steps toward his rehabilitation will be to separate him from his 
usual environment, for in his old haunts lies the source of his nar- 
cotics supply. You cannot accomplish this physical separation for 
him without the guidance and help of a professional. 


If the adolescent addict has not developed a physical dependence 
upon the drug, 


the family doctor or psychiatrist may recommend 
sending him to a camp, a farm, or other rehabilitation center 
which is organized exclusively for juvenile addicts. Here he may 
avoid contacts with the more hardened addicts whom he might meet 
at a less restricted institution, 


However, the adolescent who has d 


leveloped definite physical 
depend 


ence upon a drug must be hospitalized and treated with the 
Same measures as are used upon an adult addict. 


Prognosis 


The hope of complete cure of narcotic addiction is brightest for 


the adolescent who: 


(a) has not Progressed beyond the use of marihuana; 
(b) has not used the marihuana for more than a few months; 
(c) has demonstrated co 


_ ` nsiderable initiative and independence 
in his behavior before he ha 


d turned to the drug. 


ermore, injecting it into a vein (“main-lining”) 18 


(a) Has he been using the drug a long or a short time? 


(b) How much initiative anq self-assurance did he show before 
his addiction? 
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(c) If he does succeed in overcoming his dependence upon the 
drug, will he have the social and economic opportunities to make 
full use of his abilities? 

(d) To what extent is competent professiona 
him? 


l help available for 


Workshop Example No. 1 


d in appearance, Jerry C., sixteen, has 
d less at meal times. This has alarmed 


his mother who, without her son, consults their doctor about him. 
The doctor asks her whether Jerry has manifested any unusual 
behavior lately. Reflecting, Mrs. C. observes that Jerry has gotten 
into the habit of spending a half hour in the bathroom, behind 
a locked door, every morning before he departs for high school. Mrs. 
C. thinks that once or twice she has noticed peculiar traces of smoke 
in the bathroom. She also thinks she has noticed bad breath on 
Jerry lately. The doctor urges her to investigate this further and 


make certain of what she observes. 
Both of Jerry’s parents go to work each day—the father has a 
elf out as a poorly paid clerk 


degree in pharmacy, but hires hims l 
outside of his profession. The mother works as a cashier and office 
manager in a clothing store and earns the larger of the two salaries. 


Jerry is their only child and the mother says she works in order to 
save up money for Jerry’s college education. Although Jerry is not 
a particularly bright student, his mother insists that he take an aca- 
demic course in high school. She places great emphasis upon high 
marks, and so Jerry was particularly distressed when he failed Span- 
ish for the second time. His mother thereupon arranged for him to 
take lessons in Spanish from a tutor. Jerry continuously expresses 
doubt that he will ever make high-school graduation, much less 


college. y : 1 
Jerry’s father plays an inactive part during all this, rarely express- 
ing an opinion. Besides, he works at night and is not ack 
while Jerry is awake. Mrs. C. is subject to great emotional outbursts, 
; d his father are in 


i i Jerry an 
either of temper or despair, and both d his fa 
3 + that, in order to avoid bringing one on, 


such dread of these scenes pont an Argiment 

they give in to Mrs. C.’s wishes wi out an argument. —— 
a long after Jerry has failed another Spanish examination, a 
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Already frail and underfe 
recently begun to eat less an 


classmate of his notices his despondence and invites him to a 
5 7 to pick up his spirits. 

fe ot wake ‘of smoking marihuana, Jerry has a 
progressed to sniffing heroin in powder form. One morning : a 
forgets to lock the bathroom door and his mother catches A : 
the act of sniffing heroin. Jerry quickly “confesses all” to his mo ‘ > 
who immediately goes into one of her emotional outbursts, She as : 
the good Lord what she has ever done to deserve this disgrace, ms 
asks Jerry how she can even get herself to tell their family docto 
about this. In order to pacify her, Jerry promises her, with tears in 
his eyes, that he will never, never again use a drug of any kind. i 
begs only that she let him use up his supply and “taper off” slow By 
for a day or two. J erry begs her not to tell their physician about this 


until he himself has had a chance to prove he can cure himself of 
the habit. 


Discussion Questions: 


(a) Why would you advise Mrs. C. to tell her family physician 
out this, no matter how embarrassed she may feel? : 

(b) If you were Jerry’s mother, how would you respond to his 
request to “taper off” at his own rate? 


(c) Would you sa 
lent? fair? or poor? 


(d) What factors in Jerry’s home situation have probably con- 
tributed to his addiction? How? 


(e) What steps will Jer: 
cure for the boy? 


ab 


y that the outlook for curing Jerry was excel- 


ty’s physician have to take to effect a 


(f) If Jerry were assisted to withdr 
drug, what cooperation wo 
to make his cure “stick”? 


‘aw temporarily from the 
uld be expected of his parents in order 
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classmates consider her a grind because she dresses poorly, shuns 
sorority life, and never attends college socials, either with or with- 
out a date. 

Lucy’s mother responds unfavorably to a letter from Lucy’s col- 
lege adviser on the subject of Lucy’s meager social life. Mrs. L. 
replies that she wants her daughter to become a teacher and that 
she does not want social frivolities to interfere with her studies. 

Lucy’s mother runs a large home very efficiently. Her husband 
never questions her expenditures and Mrs. C. has an active social 
life. She especially likes to run bridge parties for charity. Mr. L. 
rarely participates in these affairs, burying himself in his extensive 
business and being “on the road” a good part of the year. He never 
“interferes” between his wife and their daughter. 

Without warning one day, Mrs. L. receives a phone call from 
Lucy’s college adviser, requesting her to take the train to the college 
at once. Lucy has been summoned to the adviser’s office in a state 
of great agitation. For the second time recently the girl has over- 
drawn her account at the local bank. The most recent “rubber 
check” has been traced to a notorious “pusher” of narcotics who 
has just been apprehended by the police. Lucy has thus far stead- 
fastly denied the implications of this situation—but has been able 
to offer no satisfactory explanation of the fact that the “pusher” 
was brazenly presenting Lucy’s check at the teller’s window as he 
was arrested. 

Her mother arrives to find Lucy in obviously poor physical 
shape. Mrs. L. thinks at first that her daughter has a cold. Lucy’s 
eyes are watery and she has a running nose. Her facial muscles 
twitch nervously as she greets her mother and her pupils seem 
dilated. She looks pale and thin. 

Mrs. L. completely accepts her daughter’s story and supports her 
in it, Although she admits Lucy looks a bit thin, Mrs. L. does not 
think Lucy looks as though she has been taking “dope.” She com- 
pletely disbelieves the suggestion of the college adviser that Lucy 


may have been paying for heroin. 


Discussion Questions 


(a) What additional signs 
Lucy has taken heroin? 


would, if present, clearly indicate that 
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(b) If Lucy has merely been sniffing heroin, what additional 
withdrawal symptoms might the mother soon observe if she cut 
off Lucy’s “source of supply” for a day or so? 


(c) Which of these factors contributed more heavily to Lucy’s 
recourse to drugs: her overwork in her studies or her failure to par- 
ticipate in any social life? Why? 

(d) What arguments might you offer Mrs. L. to point out to her 


that her domination of her daughter’s life played a part in her hav- 
ing turned to narcotics? 


(e) If Lucy, responding to medical treatment, makes the break 
from drugs, what circumstance in her case points especially toward 
a good prognosis? Which circumstances might counterbalance 
these to make a good prognosis doubtful? 


254 


CHAPTER TEN 
Fass AID FOR THE 
CHILD WHOSE BEHAV- 
IOR DISTURBANCES 
PRIMARILY REFLECT 
PHYSICAL ILLNESS OR 


DISORDERS 


SITUATION: First Aid for the Child Whose Behavior Disturb- 
ances Primarily Reflect Physical Illness or Disorders. 

Normally any physical illness will upset the emotions of a child 
to some degree. However, in a number of instances your first indi- 
cation that a child has such a physical disorder may come in the 
form of his unusual behavior rather than in the form of physical 
symptoms. This holds particularly true with younger children. 

Some physical disturbances of whose presence a child’s emo- 
tional disturbance may first warn you are: 1. Acute hypoglycemia 
episodes (sudden lowering of the blood-sugar). 2. General allergic 
reactions. 3. Epileptic equivalents (not epilepsy with convulsions). 
4. Ocular imbalance (poor coordination of eye muscles). 5. Pin- 
worms. 6. Plantar warts on the child’s feet. 7. Post-concussion syn- 
drome (reaction to head injury). 8. Conditions occurring chiefly in 
infants: open diaper pins, repeated attacks of colic, balanitis (in- 
flammation of the foreskin of the penis), impacted feces in the 


rectum. 
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Behavior Patterns and the Mean- 
ing of the Situation for the Child 


The behavior of the child disturbed by one of the above physical 
disorders will, of course, vary according to the emotional stability 
of the child, his age, his ability to express his feelings in words, and 
the severity of his physical discomfort. Your big First Aid problem 
here is to judge how much a child’s disturbed behavior may be 
caused by a real physical condition and how much by his general 
emotional instability. One child falls, breaks his arm in two places, 
and stoically holds back his tears. Another child gets a tiny splinter 
in his hand and howls “blue murder.” You cannot easily tell in all 
cases which child’s hurt is principally physical and which child’s 
hurt is principally emotional, 

Any of several general behavior patterns may indicate the 
approach or onset of a physical disturbance within the child. Should 
he be wakeful at night, have frequent nightmares, have either an 
unusually poor or voracious appetite, should he suddenly become 
irritable (for him), restless, «quarrelsome, disobedient, or listless 
and disintersted—any one or a combination of these behavior pat- 
terns might be a warning signal for you. 

You may, in certain instances, interpret a child’s specific behavior 
pattern as a clue to the onset of a specific condition: 
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cases, these reactions may result in nausea, diarrhea, or fainting 
spells. 

2, GENERAL ALLERGIC REACTIONS: The first sign a child gives 
you that he is reacting to an allergy may be his marked restlessness 
and irritability. You may find this sudden change in the behavior of 
a child regardless of whether he has a previous history of allergic 
reactions or not. There is always the possibility of a first time with 
an allergy. 

His apparently unexplainable irritability may upset the child 
considerably. It may make a usually well-adjusted child worry about 
the fact that he cannot seem to control his behavior or figure out 
what causes him to “get that way.” After these irritable spells of 
his, he may break out into hives or he may experience cramps and 
diarrhea. These behavior patterns may precede angio-neurotic 
edema as well—a generalized swelling of face, eyes, joints, and so 
on—in allergic reaction to some substance eaten or inhaled. (Such 
reactions—to aspirin, for instance—are not uncommon in certain 


children). ð 
3. EPILEPTIC EQUIVALENTS: This is a condition whose symp- 
toms are produced by the same means as are those in the more 
familiar form of epilepsy, even though the child does not have con- 
vulsions. You may be warned of this condition by a child’s sudden 
inability to remember his own behavior episodes after they have 
occurred. He may wander aimlessly away from what he has been 
doing or be seized by a sudden entirely unaccountable rage in the 
midst of normal behavior. Unless you were alert to his condition 
you might mistakenly believe this child to be wilful or stubborn. 

The child who develops epileptic equivalents does not have con- 
yulsions, does not lose consciousness, does not lose control over 
his bladder and bowels. 

4, OCULAR (EYE) MUSCLE IMBALANCE: This physical dis- 
order makes it difficult for a child to focus his eyes upon an object 
and to maintain a clear steady image of it. 

A child seldom can describe this disorder, and his behavior may 
be the sole clue to his disturbance by it. A preschool child troubled 
by ocular muscle imbalance may react to it by avoiding any activity 
which requires the accurate or prolonged use of his vision, such as 


257 


drawing, cutting paper dolls, playing ball, or joining in similar 
games with other children. Either a younger or an older child might 
be plagued by headaches due to the strain on his eye muscles. 

An older child who is expected to read books, blackboard 
assignments, and charts in school may develop a general disinterest 
in all schoolwork if he is troubled with this visual disorder. This 


child is likely to become extremely restless or indifferent when 
placed in a classroom, 


5. Pinworms: The physical symptom of pinworms is intense 
itching of the anus. Pinworms usually reveal their presence at night, 
when they may be seen emerging from the child’s anus as tiny white 
threads. In a girl, they may wander to the region of the vagina. 

Particularly in a very young child, the emotional disturbance 
caused by pinworms may overshadow the physical disturbance. 
Increased irritability and restlessness are common. Because of the 
sensitive area involved, pinworms may cause the child to indulge in 
considerable masturbation to relieve the itching. The child may 
additionally complain that he is unwilling to go to bed or that he 
feels weak. He may also display difficulty in concentrating on work 
or play, and may lose bladder control, though this control had been 
established for some time. 

6. PLANTAR Warts: 
foot looks like a mere cal 


te head injury may not appear 
© a year after the injury. Such 
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delayed effects may reveal themselves as a sustained and marked 
change in his personality. His behavior, which formerly may have 
been quite normal, may become characterized by his irritability, his 
frequent outbreaks of unaccountable rage, his poor control over 
his impulses, his newly acquired tendency to avoid friends and 
group activities. 

8. PHYSICAL CONDITIONS OCCURRING PRIMARILY IN INFANTS: 
A number Of situations disturb the behavior of infants. In fact they 
first make themselves known as behavior disorders rather than phy- 
sical disorders. 


The open diaper pin is still a fairly common occurrence in the 
lives of young infants. The infant’s sometimes hysterical crying is 
the usual clue to this source of physical discomfort. 

True recurrent colic usually appears in infants under three 
months old. This condition may make a child cry almost constantly. 
If he is picked up and held to be soothed, he will usually continue 
to wriggle with movements resembling those of crawling. This child 
may refuse to go to sleep or eat. The muscles of his abdomen may 
be hardened and tense. The condition ordinarily clears up after the 
third month of life if no other complications have been introduced. 

Balanitis (inflammation of the foreskin of the penis): The boy 
who cries during and after he urinates may thus indicate to you 
that he is suffering from this condition. Investigation will show you 
that part or all of the foreskin of his penis is red and swollen. 

Impacted feces in the rectum: This condition is most commonly 
found among infants up to four to six months of age. It is under- 
standably quite painful and the infant will frequently react to this 
pain by prolonged crying, straining unsuccessfully to move his 
bowels, refusing to take nourishment, and acting generally rest- 
less. 

In general, all of these conditions have the effect of impressing 
upon the child how helpless he is. Aside from this blow to his ego, 
the discomfort of physical disorders within a child may make him 
feel as though part or all of him is in danger of destruction. In the 
ordinary child, the greater and more protracted the physical pain 
or discomfort, the greater will be the child’s feeling of utter help- 
lessness to cope with the world of real dangers. 
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Persons Best Suited to Render 
First Aid 
The child’s parent (especially with infants) is usually the best 
one to fulfill a child’s emotional needs in any one of these situations: 
A physician or nurse should be the one to prescribe medication t 
administer treatment for the physical ailment itself. 


Goals of First Aid 


1. To reduce or remove the child’s fear of serious physical harm 


or destruction and, by so doing, to relieve his feelings of helplessness 
in the situation. 


2. To reduce or eliminate the child’s physical pain or discomfort. 


3. To help the child retain his confidence in the fact that his 
parents and other adults are available to give him relief and comfort. 


First Aid Methods: DON’I’S 


bothers him. 


DON’T threaten to 
or for complaining that i i : 


DON’T refuse to listen “ 
complaints. If it later turns o 
you cannot undo the child’ 
that you have abandoned 


to even one word more” of a child’s 
ut that the child has a physical ailment, 
S resentment toward you and the feeling 
him in his moment of need. 


First Aid Methods: DO’S 


As a good First Aider, you yourself should promptly examine 


the child thoroughly for evidences of injury, skin swellings, inflam- 
mations, or eruptions. 


Try to get as detailed a de 


scription as possible from the child 
who can speak as to the natur 


e and location of his physical discom- 
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fort. This may take great patience on your part, for children cannot 
easily localize their physical ills, much less describe them in accu- 
rate language. Where a child’s behavior suggests he is reacting to a 
head injury (see Post-concussion Syndrome), you may have to do 
some detective work to reconstruct an injury that occurred to a 
child weeks or even months before his behavior underwent a change. 

Always maintain an attitude of sincere and warm interest in the 
child and his troubles. Remember that the child is as much dis- 
turbed by his feeling of helplessness as he is by the physical pain or 
discomfort itself. Even if you cannot immediately relieve a child’s 
pain, you may be able to do much to relieve him if you make him 
feel that, with your help and that of other adults, he is by no means 
helpless in the situation. 

In a few instances, you may have to administer emergency First 
Aid, even before securing the services of a physician. 

If a child’s behavior suggests that he is suffering from severely 
lowered blood-sugar (see Hypoglycemic Reaction), you may try 
feeding the child a moderate amount of sugar. Sugar is contained in 
orange juice, chocolate, hard candy, ice cream or, if necessary, 
sugar water. Do not keep feeding him this as a regular thing, how- 
ever. Consult a physician as soon as you can. 

In the event that an infant’s behavior suggests he is disturbed by 
feces impacted in his rectum, you may want to relieve a child of 
pain at once. If upon examination you can actually feel the hard 
feces in the child’s rectum, you may, by using an ear syringe, gently 
instill some warm water (one-half to one ounce) into the child’s 
rectum. 

When to Obtain Professional 
Assistance 

You should call in a physician to diagnose properly most of the 
conditions described in this section. If only for your peace of mind, 
it is well to hear from a physician’s lips that a child’s behavior dis- 
turbance is or is not based upon a definite physical ailment. For 
this will leave you, as First Aider, with the assurance in most cases 
that the behavior disorder will disappear along with the physical 


disorder. 
If a child’s behavior remains unusual and markedly changed 
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even after his physical condition has been cured or relieved, you 
should seek further professional guidance for this child. 


Prognosis 

Ordinarily no significant behavior disorders will long remain 
after the disappearance of physical conditions (such as those above) 
have been cured or relieved. An otherwise healthy personality will 


not persist in being irritable, restless, or complaining once the source 
of the complaint has been eliminated. 
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CHAPTER ELEVEN 
i I OW TO OBTAIN PRO- 
FESSIONAL ASSISTANCE 


WHEN NECESSARY 


AS HAS BEEN MENTIONED in preceding chapters of this book, there 
may come a time when you feel it necessary to obtain professional 
assistance or advice for a child. While there is certainly more than 
one method of approaching this problem, you may find the follow- 
ing general suggestions for obtaining professional help valuable. 

First and foremost, consult either the child’s family physician or 
his pediatrician. Not only does a doctor have a scientific approach 
to a child’s difficulties, but he has intimate knowledge of the best 
available help in the field of mental health. More often than not, he 
can lead you by direct personal contact to the proper psychiatrist, 
psychologist, psychiatric social worker, or child guidance agency. 
He may himself be a member of a hospital staff or some other organ- 
ization which offers advice or aid for emotional or mental problems 
of children. 

Occasionally your physician may not be able to help you as out- 
lined above. Perhaps, although he believes further referral of a 
child for specialized help is necessary, he may be unfamiliar with 
the full range of community resources and the best ways to gain 
access to them. This is most likely to be the case in large cities. 

Also, in certain geographical areas, you may find yourself in an 
emergency situation such as we are concerned with where a physi- 
cian is unavailable at the moment. In such cases the following sug- 
gestions may help you to obtain referral to a competent private 
clinic or a public consultation service: 
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als Contact the local medical society. The telephone operator or a 
phone book of the nearest city will usually list these under the name 
of the city, county, or state medical society. 


2. Contact a local child guidance agency or a local family service 
agency. Here too a phone book or a “Red Book” should contain 
the names of city, county, and state agencies of this nature. 


3. Contact a city, county, or state mental health association. Such 
‘organizations have been springing up in the United States with 


increasing frequency. They will be happy to refer you and the child 
to the proper source of help. 


4. If there is a hospital either in the child’s own or in a nearby 


community, contact its medical director or the office of its social 
service department. 


5. In many towns and cities, the school system has established its 
own bureau of child guidance or a similar guidance department. 
Where such does exist, you may apply to this department for direct 
aid for the child or you may ask for referral to another professional 
agency, 

‘6. Many state governments have now established a department of 
mental hygiene or mental health. Where none exists under this 
name, you may find an auxiliary department acting under the super- 
vision of the commissioner of public health. Such departments fre- 
quently offer counseling services for parents and children; some 
states have established traveling mental hygiene or child guidance 
clinics. The office of the state commissioner of public health will 
usually be able to refer you to the Proper source for help. 


7. A well-equipped public library—and certainly the library of a 
county or state medical society—wil] usually contain among its 
books a directory of mental health facilities in the region. Such 
directories will offer you detailed information as to the location, 
personnel, hours and methods of referral of the nearest mental hos- 
pital, child guidance clinic, or family service agency. 

Fortunately, the National Association for Mental Health has just 
published its all-inclusive 1952 directory, “Psychiatric Clinics and 
Other Resources in the United States,” This valuable volume covers 
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facilities in every state in the union, listing psychiatric clinics, men- 

tal health associations, state institutions, State governmental depart- 

ments, Veterans Administration and other federal mental hospitals. 

It includes such information as the location; hours, type of service, 

staff, and methods of referral of recognized psychiatric clinics in’ 
the country. . os 

If your library does not contain this directory, you may obtain it 
by writing to the National Association for Mental Health, Inc., 1790 
Broadway, New York 19, N. Y. The directory is priced at $1.25. On 
the state and county levels, there are also many directories of psy- 
chiatric and mental hygiene facilities. 

Before accepting a relative’s, friend’s, or neighbor’s referral to a 
particular consultant or organization for help, you would be wise 
to check on what your actual and particular needs are. You can do 
this by consulting one of the above-listed sources. 

You may find on occasion that your family doctor or pediatrician 
does not share your continuing concern about a child’s behavior. 
Should you then take the child elsewhere for consultation, do not 
conceal this from your doctor. Whatever his point of view, he is as 
eager as you are to help the child and will be glad to combine his 
knowledge and skill in behalf of the child with a qualified consult- 
ant. This is the attitude of all competent and ethical professionals 
and is based upon the fact that such pooling of effort on behalf of 
a child is helpful and sometimes vital in solving a child’s behavior 


problems. 


In seeking help for a child, you must not, of course, overlook one 


all-important thing. Even with the best professional aid, you may 
not be successful in restoring him to good emotional and mental 
health without enlisting the understanding and help of his parents. 

Your task then may have to include helping a child’s parents to 
recognize the need for professional assistance. You may have to 
convince such parents that it is no shame for them to seek help in 
rearing their child. You may have to get them to put aside their feel- 
ing that seeking competent guidance in bringing up their child is 
ilure on their part. You may have to lead them to 
that, on the contrary, seeking proper guidance is 
suring the solution of their child’s problem in the 
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an admission of fai 
recognize the fact 
a mature way of as: 


best possible manner. Furthermore, it reflects the sincerity and 
devotion of their continuing interest in his welfare. The contents of 


this volume were designed to be of real assistance to you in provid- 
ing these parents with the facts they must know. 
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APPENDIX I 
"Levens WAYS IN 
WHICH A CHILD ADAPTS 
HIMSELF TO STRESS 
AT VARIOUS LEVELS 


° OF DEVELOPMENT 


The Infant: From Birth to the Age 
of Six to Eight Months 


Typical stresses in the life of an infant are: the absence of food 
when he is hungry; physical pain caused by gas, colic, diaper rashes, 
and so on; discomfort caused by diapers soaked with cold urine or 
by stool hardened in the diapers. A sudden or unexpected sound 
sometimes frightens an infant as does making a sudden unexpected 
movement in front of him. Also an infant may be startled at being 
tossed into the air and caught by a “loving” adult or by being unex- 
pectedly moved in any other way. 

Methods and purposes of the child’s adaptations: Crying or 
screaming is probably one of the earliest of the child’s attempts to 
do something on his own to relieve himself of pain or discomfort. 
The response of parent or nurse is an incidental gain he learns to 
capitalize on. At this age the child is hardly capable of attracting 
attention to the actual source of his trouble. Crying for either food 
or relief from discomfort will sound almost the same at this age. 
His restless squirming is part of his physical reaction to the dis- 
comfort itself. This type of wriggling may become exaggerated if 
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the child is bothered by abdominal cramps. Vomiting may also be 
a part of the infant’s general physical reaction to discomfort— 


unless, of course, it represents a symptom of an illness or local 
disease. 


From the Infant to Toddler: Six 
to Eight Months to One and a Half 

or Two Years Old 
Typical stresses facing the child at this age include those in the 
first age group. Separation from his mother or her equivalent 
becomes a stress here as the child becomes aware of specific individ- 
uals and of his dependence upon them. He also begins to experience 
frustration at not being able to reach or go after all the objects in his 
sight. He feels himself unable to cope with older, more agile chil- 
dren or adults who may take his playthings away from him. His 
inability to remain on his feet or to keep his balance while walking 
may cause him further frustration, His introduction to the use of 
the toilet seat, the increasing refusal of adults to allow him to put 
things into his mouth, to handle dangerous or breakable objects, to 
let him crawl, walk, or be carried to every place he wants to go— 


these are further stresses the child must deal with at this “toddler 
stage.” 


s adaptations: The appear- 


this stage may express his 
essness, his feeling that his 


mouth, reaching for things, 
ounds,” the child may now 
nt, aloof. This is his attempt 


er punishment for having dared 
© do—forbidden things such as 
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attempt to do—or even wished t 


biting someone. Biting objects or people affords him a primitive 
sense of power or possession. By the time he is past the age of two, 
the universal prohibition placed by adults upon such an action may 
begin to stir fears within the child that he will be destroyed in 
retaliation for what he has done or merely fancied doing. 


From the Toddler to the Pre- 
school Child: One and a Half to 
Two Years Old Up to Four Years 
Old 


Typical stresses at this developmental stage include many of 
those belonging to the previous groups. Additional stresses are: 
the child’s inability to do all the things he would like to do because 
his skills have not kept pace with his goals; the child’s inability 
to succeed in all his attempts to emulate or compete with older 
children in such things as dressing himself completely at the age of 
two, trying to bathe himself at the age of three, or trying to read 
and write like an older sibling at the age of four. A child’s anxiety 
at having to stay with a baby sitter or even a relative while his 
parents are away must be considered another stress at this level. 

Methods and purposes of the child’s adaptations include some 
mentioned under the aforementioned developmental level, although 
they should be increasingly less severe. In this age group a well- 
organized argumentativeness may make its appearance in the 
child’s behavior. This new-found ability to argue partly compen- 
sates the child for continuing to fall short, physically and intellec- 
of what he would like himself to be. 

1 tension such as frustration the child at this level 
dominal cramps or spells of vomiting, Night- 
mares represent an unsuccessful attempt on the child’s part to find 

ss or concern in his daily life while awake. 


a way out of some stre: 
The nightmare represents the emergence of this concern during 


sleep despite the child’s desire to put it from his mind. The per- 
sistence of or return of enuresis in a four-year-old child might reflect 
one or all of a number of things: his passive rebellion against 
parental (usually maternal) authority which he feels is overwhelm- 
ing; his feeling of his inability to develop more mature skills; his 
desire to return to the satisfactions of an earlier infantile stage of 
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tually, 
To emotiona 
still may react with ab 


his life. Destructiveness is such a child’s way of exercising his 
strength upon inanimate objects instead of upon “hated” indi- 
viduals who frustrate him and against whom he feels helpless. 


From the Preschool to the Pre- 
Adolescent Child: Four Years to 
Nine or Ten Years Old 


Typical stresses here include some of the foregoing stresses. At 
this older level, however, the child’s reactions to these stresses are 
modified according to his age, his experience, and maturing inter- 


At this stage, the ch 
academic, social, 


child’s greater maturity, 
methods and purposes of 


instance, traveling alone to school or working a complicated toy by 
himself. 

A child who feels hopeless about gaining recognition for his 
virtues at home, or who feels he is being deprived of something 
like parental love, or who feels he is being unjustly treated by his 
family may turn to stealing. Stealing, he hopes, will give him a 
sense of greater adequacy and power. 

At this level, a child’s disobedience may have particular mean- 
ing. This may be his way of testing his own beliefs and wishes 
against those of adults in authority over him. To the child of this 
age, obeying an adult may appear too much like a complete sur- 
render of the self-sufficiency he has acquired or like the destruction 
of his personality. Being disobedient may seem to reassure the child 
that he remains very safe and intact. 

Tf a child’s school work falls below what he can do during this 
period of his life, this may be a sign that the child has become 
resentful toward adults. He may resent them, for example, if he 
feels that they have been interested only in what he can do or in 
how well he can conform to their standards. He may resent their 
placing emphasis upon his skills and intelligence rather than upon 
the comradeship and understanding which the child seeks from the 
adults who mean most to him. 

Should a child develop a tic, a fear, or a compulsion, this too 
would have its meaning and purpose. This would be one of his 
methods of adapting himself to emotional stresses. Such a neurotic 
symptom would represent his unconscious attempt to cope with 
remnants of an infantile wish which is still operating within him 
despite his age. This particular method of adaptation shows that a 
child is unable to manage his own feelings in any other way, and 
is consequently frightened by them. 

By this stage, adults, school, and the community have made a 
child see the undesirability of many forms of aggression such as 
biting, hitting, seizing objects for himself, being selfish, and the 
like. Sometimes the child becomes convinced that nearly all forms 
of aggression are forbidden to him. Should he develop this attitude, 
he may express it by acting helpless and dependent instead of 
self-assured and aggressive. He may act overanxious to please 
adults, belittling his own desires, abilities, or importance in favor 
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of catering to their wishes. All this may be his way of adapting 
himself to the inner stress of his own aggression and the outer stress 
of the ‘grownup’s prohibition upon it. 

~ Quite common, in the latter part of this period of life, is the 
child’s refusal to associate with members of the opposite sex. This 
does not mean that the child has become disinterested in achieving 
sexual maturity. On the contrary it usually means that the emo- 
tional and social stresses during this pre-adolescent stage are SO 
great that the child is attempting to escape the whole problem by 
banding together with his sexual counterparts and putting on a show 
of indifference toward the opposite sex. Temporarily this child 
needs to be reassured of the adequacy of his abilities, his appear- 
ance, his future triumphs over the social and emotional hurdles 
that seem for the moment to be so overwhelming to him. To the 
pre-adolescent child, for example, the hope of being able to dance, 
take part in conversation with the opposite sex, or look and act 
like a grownup seems impossibly far off. 


From the Pre-Adolescent to the 
Adolescent Child: Nine to Ten 
Through Seventeen to Twenty 
Years Old 

Typical stresses of the child here naturally overlap those of the 
preceding group. Most obvious is the stress within the child caused 
by his sexual maturity. The girl becomes conscious of her breasts 
and the changes in her body contours with a resultant need for 
grownup clothes. The boy becomes aware of the change in his 
voice and the growth of hair upon his face. The growth of pubic 
hair and hair under the armpits creates similar self-consciousness 
and stresses in both sexes. The Occurrence of nocturnal seminal 
emissions in boys and menstruation in girls heightens their aware- 
ness of emerging sexual maturity and their need to adapt their 
thoughts and actions to it, 

The pre-adolescent and adolescent child is full of eagerness tO 
assume the responsibilities that come with physical maturity. How- 
ever, he is still dependent upon his elders in so many ways that this 
age creates grave uncertainties for him. One of the greatest emo- 
tional stresses with which he has to contend at this time is his 
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exasperation at the apparent slowness of older people in recog- 
nizing his greater, more mature needs and abilities. The reluctance , 
of adults to grant him full freedom of action, to trust him (or her) 
alone with the opposite sex, to plan more elaborately for his social 
needs, often seems to him unnecessary and inexcusable., 

Methods and purposes of the child’s adaptations: For approxi- 
mately the first third of this period, the child seems to become 
suddenly shy and retiring in anything pertaining to sex and often 
seemingly unrelated areas as well. This behavior reflects the child’s 
unconscious (often conscious too) embarrassment at the contradic- 
tions of his age. He is, he knows, much like a grownup in appear- 
ance (and often in his fantasies), but socially and emotionally he 
is still to a large extent a child. 

The child’s behavior reflects this contradiction in many ways. 
While he may act shy and awkward in one situation, he may be- 
have in a bold, overbearing, maddeningly confident manner in 
another situation. His defiant, rebellious attitude is his attempt to 
compensate for his unconscious or conscious doubts as to his ability 
to cope with the social, sexual, and economic responsibilities that 
come with his new maturity. 

The loud, garish, or even eccentric behavior of many teen-agers 
may be explained on this basis. In addition to bolstering up the 
adolescent’s inward self-assurance, such behavior is calculated to 
assure him that adults will not overlook his new-born maturity. 

Neurotic symptoms such as tics, unreasonable fears, and com- 
pulsions may make their first appearance at this time too. Such 
flect the fact that the child’s personality growth has 


symptoms may Te: 
been seriously lagging. If left untreated, this lag may become per- 


manent. 
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APPENDIX II 


eee OF TERMS 


Child Guidance Clinic or Agency 


A community organization staffed by psychiatrists, psycholo- 
gists, and psychiatric social workers trained to use their com- 


bined skills to help children with emotional problems and to 
give guidance to their parents. 


Compulsion 


A purposeful action 
closing doors, certai 
vidual performs rep 
anxiety. 


(taking steps, counting, washing hands, 
n types of stealing, etc.) which an indi- 
eatedly in order to forestall overwhelming 


Enuresis 


Involuntary day or ni 


ght wetting caused by poor bladder 
control. e 


Euphoria 


A feeling of well-bein 


8 and good spirits not accounted for by 
any circumstances in 


an individual’s environment. 
Family Service Agency 


A community Organization staffed by professional social 


workers who are trained to help with family problems of 
both a personal and an econo: 


mic nature, 
Neurosis 
Neurosis is a chronic emotional disturbance which prevents 
an indivi 


idual from using his skills and judgment to the best 
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of his ability. The neurotic personality does not suffer from 
delusions or hallucinations and does not therefore suffer a 


seriously distorted view of reality. 


Ph.D. (Doctor of Philosophy) 
A university degree awarded to a student who has success- 
fully completed at least two years of graduate study in his 
chosen field. The Ph.D. is a nonmedical degree and is awarded 
in some liberal arts fields such as psychology or social work. 


Psychiatric Social Worker 
A nonmedical person with a college degree who has also com- 
pleted at least two years of postgraduate work in a school for 
social work and has obtained special training in the under- 
standing of emotional problems. Psychiatric social workers 
frequently serve on staffs of mental hospitals, mental hygiene 
clinics, or family service agencies. 


Psychiatrist 
A graduate of a medical college who has been awarded an 
M.D. degree. In addition, he has had special training which 
enables him to diagnose and treat mental health problems. 


Psychoanalysis 
A particular method of investigation and treatment of mental 
and emotional problems. It has developed out of the work 
of Sigmund Freud, who discovered the importance of un- 
conscious motivation in all human behavior. 


Psychologist 
A nonmedical person who is a college graduate and who has 
ordinarily taken additional postgraduate university courses in 
psychology. He may hold the degree of either M.A. or Ph.D. 
(see Glossary above) as a result of these additional studies. 
He is specially trained to construct and administer intelli- 
gence tests, aptitude tests, and personality tests. 
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Psychosis 


A psychosis is either a chronic or acute mental and emotional 
disturbance which causes an individual to distort reality and 
hinders him in the use of his reason. This distortion may 


reach a point where he suffers from delusions and hallucina- 
tions. 


School or Child Guidance Counselor 


A teacher specially trained 1) to handle the ordinary emo- 
tional problems of healthy children, and 2) to recognize 


more serious problems and to know how”and where to refer 
them for necessary treatment. 


Social Service Department 


Tic 


A unit staffed b 
a hospital. Its 
with social, 

created by ill 


y trained social workers. It is usually part of 
Purpose is to help patients and their families 


economic, or health problems which may be 
ness or physical handicap, 


An involuntary movement of Some part of the body of which 
the in 


individual is aware and which arises out of the tensions 
created by some unresolved emotional problem. One of the 


symptoms which may occur in a neurosis, 
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